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ABSTRACT
This study represents an effort to measure the changes 
that take place in family role patterns as a result of rehabili­
tation. Many families become disorganized when a member is ill 
or handicapped. Some are often overprotective, or tend to reject 
and be ashamed of the person. The aim of the study was to measure 
the alterations that take place in families that have an ill or 
handicapped member going through a rehabilitation center, and to 
compare these alterations with those made by students and their 
families.
A four-group model was developed, using families of 
clients attending the rehabilitation center at Delgado Junior 
College and those of regular students attending the college. Bach 
family was administered two questionnaires designed to determine 
the similarities of role relationships within and between 
families.
Half of the rehabilitation and college families received 
a pre- and post-test, while the other half was administered only 
a post-test. There was an eight-week interval between the pre- 
and post-test.
The results of this study reveal that while significant 
alterations occurred in rehabilitation and college families, 
variations were minimal. Differences in socioeconomic character­
istics are probably attributable to illness and/or disability. A 
positive transition in the direction of more adequate family re­
lationships exists in both groups. The interview observation of 
more depression and concentration on problems in the rehabilita­
tion families is not manifest in family disorganization as shown 
on test scores.
The important implication for those involved in rehabili­
tation work is that efforts should be made to assist the families 
in making changes that will aid the client in becoming more pro­
ductive in his social and vocational endeavors. The depressed 
mood and problem centered family thoughts indicate that rehabili­
tation workers should include "work with families" as part of 
their program.
Finally, sociological knowledge about family structure 
and change has relevance for rehabilitation agents, particularly 
those working in rehabilitation facilities. Role theory is par­
ticularly helpful in identifying family patterns of behavior when 
ideal family types are non-existent.
CHAPTER I
SCOPE AND DESIGN OF THE STUDY
For a number of years, programs for rehabilitating hand­
icapped persons have been expanding in number and complexity of 
services offered their clientele. These services are directed 
toward changing mental and physical behavioral manifestations of 
illness and/or handicapping conditions. Research studies have 
contributed to this expansion of services by making available 
knowledge applicable to the various disciplines working with men­
tally and physically handicapped persons. The research done has 
indicated that a "cultural lag" phenomena has developed, that in 
addition to the more advanced psychological and physical technol­
ogy available, sociological factors need to be considered in pro­
viding for the handicapped. Researchers have either taken a mi­
croscopic view of the social effects of the rehabilitation programs 
or a macroscopic view of these programs. The microscopic view has 
dealt with various techniques of changing behavior, while the mac­
roscopic view has dealt with systems and institutional change.
This study incorporates elements of both points of view.
By concentrating on changes that take place in the rehabilitation 
families, the microscopic view of social phenomena is adhered to; 
whereas, the macroscopic view of social phenomena is considered 
when describing the much larger rehabilitation process.
Finally, the results of the disabled member’s interaction 




The setting for this study is the Delgado Junior College, 
centrally located in the heart of metropolitan New Orleans, 
Louisiana. The college is composed of the following divisions: a
rehabilitation center, a trades division, a technical division, and 
a junior college division. The rehabilitation center, financed by 
state and federal funds, is used to rehabilitate persons who have a 
mental or physical impairment. The goal of the center is to eval­
uate the employment potentiality of disabled individuals. The 
handicapped person is placed in a simulated work situation, which 
enables evaluators to observe and rate clients on a variety of work 
traits, believed to be related to later j*ob success. The content 
of this evaluation procedure is dealt with in Chapter III. In­
cluded in the rehabilitation services division is an orthotics and 
prosthetics technician program, and a training and evaluation pro­
gram for the deaf.
Basic Assumptions and Obj'ectives
As a social phenomena, illness impedes social and economic 
activities. It causes am impairment in functioning that does not 
allow the individual the privilege of participation and interaction
3
in his society during the time he is ill.1 He is entitled to ex­
emption from regular activities which may create a dependency upon 
others for support. The first assumption then, is that a depen­
dency factor alters an ill person's role relationships, communica­
tion patterns, decision-making characteristics, other interactional 
patterns and marital strain.
The second assumption is that the change in individual 
performance on the above five variables is observable and commen­
surable. The first four variables are measured by the Family 
Relationship Questionnaire; the fifth, by the Marital Roles In­
ventory . 2
Parsons, Freidson, Mechanic and Gordon have elaborated on 
these changes in role relationships and the societal reactions to 
illness including labeling, behavioral expectations, values and 
severity of illness.3 Using these findings as a foundation, the 
general hypothesis of this study is that families with disabled
^berman, C. Esco, A History of Vocational Rehabilitation 
in America, T. S. Denison and Company, Inc., 1965. The reader is 
referred to the first chapter of this book for a discussion of 
social participation and disability.
2A copy of the Family Relationship Questionnaire is found 
in Appendix A. A copy of the Marital Roles Inventory may be ob­
tained from the author; Hurvitz, Nathan, Marital Roles Inventory 
Manual, Western Psychological Services, Beverly Hills, 1961.
3For a summary of the relevance of these authors' findings 
to a rehabilitation setting, see Thames, Marvin E., The Effective­
ness of Group Therapy in Changing Family Role Patterns Toward Dis­
abled Members, an unpublished dissertation, Louisiana State 
University, Baton Rouge, January, 1970.
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members who have been labeled as ill or handicapped by engaging in 
a rehabilitation program, experience a great deal of change. 
Families without a disabled member, or who have a disabled member 
not labeled as ill by their receiving services at a rehabilitation 
facility, experience less transition. The specific objectives of 
this study were to determine differences between the rehabilitation 
and college families on the Family Characteristics Variables^ and 
to test the following hypotheses:
1. Family Cohesiveness Scores as indicated by 
consensus on family role relationships, com­
munication patterns, decision-making char­
acteristics, other interactional patterns and 
marital strain will be higher for families 
who have no member receiving services at a 
rehabilitation facility than for families 
with a disabled member who is beginning a re­
habilitation program.
2. Family Cohesiveness Scores for families who 
have a disabled member who has gone through 
a rehabilitation program will be equal to or 
greater than Cohesiveness Scores of families 
who have no member receiving services at a 
rehabilitation facility.
3. Families with a disabled member who engaged 
in a rehabilitation program, will have a 
greater change in Cohesiveness Scores than 
families who have no member receiving ser­
vices in a rehabilitation program.
These hypotheses will be tested by utilizing a conceptual 
frame of reference and a four-group comparative model that allows
^The Family Characteristic Variables referred to here and 
in the remainder of this study are: family position, age, occu­
pation, income, education, illness disposition, type of handicap 
or disability, religion and number of members in the family.
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for measurement of family change at two different time periods.
Conceptual Frame of Reference
The conceptualizations used to formulate this study fall 
in the areas of role theory and social change, as described in 
more detail in Chapter II. Role theory, an analytical theory, 
focuses on interaction within the family. The position taken is 
that the family is made up of status positions, that are composed 
of role and normative behavioral requirements for role perfor­
mance . ̂
Social change exists when a family undergoes stress as a 
result of one or more members’ inability to fulfill the role re­
quirements of their status positions.6
The basic theoretical guides for this research derive 
from the theories of Bates and Nix who describe the source of con­
flict and stress; Bertrand, who shows a certain amount of stress 
to be normal in social groups; and Fogleman and Parenton who de­
5Bertrand, Alvin L., Basic Sociology, An Introduction to 
Theory and Method, Appleton, Century, and Crofts, New York, 1967, 
pp. 143-161.
6Goode, William J., The Family, Prentice-Hall, Inc., 
Englewood Cliffs, New Jersey, 1964, pp. 91-105.
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scribe a banding together of small groups in times of stress.7
Methodology
Subjects:
The subjects for this research came from two different 
divisions of Delgado Junior College, New Orleans, Louisiana. Two 
groups consisted of the families of all clients who attended the 
Delgado Rehabilitation Center; the other two groups comprised a 
random sample of families of students who attended the Delgado 
Junior College. These groups were used to measure the differences 
in change on Family Cohesiveness Scores.
Families of all clients who attended the rehabilitation 
center were asked to participate in the research project with the 
understanding that the knowledge gained might improve the services 
offered to their child or spouse. The college students were told 
that this was a research study, designed to measure transition in 
families of rehabilitation clients. They were encouraged to par­
ticipate so the data made available to us by them could be used for 
comparative purposes.
7Bates, Frederick L. and Nix, Harold L., "Occupational 
Role Stresses; A Structural Approach", Rural Sociology, Vol. XXVII, 
March, 1962, pp. 7-17; Bertrand, Alvin L», "A Structural Analysis 
of Differential Patterns of Social Relations: A Role Theory Per­
spective for Rural Sociology", Rural Sociology, Vol. XXXIII, No. 4, 
December, 1968, pp. 411-423; Fogleman, Charles W. and Parenton, 
Vernon J., "Disaster and Aftermath: Selected Aspects of Individual
and Group Behavior in Critical Situations", Social Forces, Vol. 38, 
No. 2, December, 1959.
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The Delgado Rehabilitation Center is unique in its attach­
ment to a trade school, technical school, and Junior college. Its 
evaluation program emphasizes vocational orientation and includes 
para-medical services used in conjunction with vocational evalu­
ation. The ill or handicapped person comes to this center from 
the City of New Orleans and nearby areas for an eight-week evalu­
ation which can be extended for as long as 16 to 32 weeks. The 
combination of services, such as vocational evaluation, music 
therapy, counseling and social casework, received by the handi­
capped person during this eight-week period is referred to as the 
Rehabilitation Process in this research.
The Junior college division of Delgado Junior College of­
fers majors for day students in the fields of business, liberal 
arts, various technical fields, and social science. The sample 
chosen from this division reflected an equal proportion of stu­
dents from each area of study.
Instruments:
Two questionnaires and an interview guide were the instru­
ments used to collect the data.®
®See Appendices A and B for copies of the Family Relation­
ship Questionnaire and interview guide. For a copy of the Mari­
tal Roles Inventory see Hurvitz, Nathan, Marital Roles Inventory 
Manual, Western Psychological Services, Beverly Hills, 1961. For 
further information on the Family Relationship Questionnaire, see 
Thames, op. cit. for his findings using this scale. The inter­
view guide (Appendix B) was developed by the author to assist the 
interviewer in collecting data on various socioeconomic family 
characteristics. It is modeled after the methodology suggested 
by Blumer, Herbert, Symbolic Interactionism; Perspective and 
Method, Prentice-Hall, Inc., Englewood Cliffs, New Jersey, 1969, 
pp. 21-60.
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The Marital Roles Inventory utilizes role analysis related 
to member functioning within the family. It involves the analysis 
of three types of marital roles:
A. Functional Roles
The behavioral aspects of the status of hus- 
band-and-father and wife-and-mother including 
the activities which link the individual as 
an actor to the institution of the family and 
the social structure are functional roles.
These roles are the behavioral manifestations 
both performed and expected, which are re­
quired by or inherent in the individual's 
status.
B. Control Roles
The overt manifestations of attitudes toward 
authority exercised within the family are the 
control roles. They may be authoritarian and 
traditional, or democratic and companionship.
C. Symbolic Roles
Formed through interaction with persons who 
played important parts in the early emo­
tional development of the husband and wife, 
symbolic roles have current significance for 
them because of the meaning the spouses have 
for each other to meet their unresolved de­
velopmental needs.
The Marital Roles Inventory also includes an Index of 
Marital Strain (IMS), an Index of Deviation of Role Performance 
(IDRP), and an Index of Deviation of Role Expectations (IDRE). The 
score on the IMS is obtained by comparing one spouse's ranking of 
his roles with the other spouse's ranking of these roles. The 
score on the IDRP is obtained by comparing a spouse's ranking of 
his or her roles with the role performance of the normative group. 
The score on the IDRE is obtained by comparing a spouse's ranking
9
of the roles of his or her mate with the modal ranking of role ex­
pectations by the normative group. For this study, only the IMS 
will be used since the IDRP and the IDRE require the use of modal 
data. The modal data was developed for upper and middle class 
Southern Californians and the subjects of this study were predom­
inately lower and middle-class Negroes in the deep South.
The Family Relationship Questionnaire, consisting of fifty 
items, was designed to measure changes in four areas of role re­
lationships: sixteen items relate to role relationships, eleven
items to communication patterns, fourteen items to decision-making 
characteristics, and nine items to other interactional patterns.
The scoring system assumes an interval scale on each of the four 
scale points, ranging from 4 to 1 with 0 assigned to items left 
blank.
The interview guide was used by the interviewers to obtain 
additional information on all families. Although the approach used 
was to establish rapport with the families that was non-directive, 
the interviewer paid particular attention to information given con­
cerning family size and constellation, kinship relationships, style 
of living, income, education, job training, employment, religion, 
illness and previous history of illness.
The writer and one other interviewer, who was a former 
rehabilitation client and is presently enrolled in the junior col­
lege division, did the majority of the interviewing. Two other 
interviewers who had recently received their bachelor's degree in
10
social science assisted in gathering some interviews in the final 
stage of the data collecting when the research model followed re­
quired a large number of interviews to be obtained quickly. More 
interviews were done at the end of the eight-week period as all 
four groups required a post-test and a post-test interview. The 
interviewer recorded his impressions after each conference.
Research Design:
The design employed called for four groups with forty 
families in each group to test the hypotheses stated previously.^ 
lVro groups were composed of families of persons attending the re­
habilitation center. One group received a pre-test and pre-test 
interview and post-test and post-test interview. The other group 
received only the post-test and post-test interview. The remaining 
two groups consisted of families of students attending the junior 
college and the same testing and interviewing procedure was used as 
with the rehabilitation families.10
An eight-week interval between the pre-test and post-test
^See Ross, John A. and Smith, Perry, "Experimental Designs 
to the Single-Stimulus, All-or-Nothing Type", American Sociological 
Review, Vol. 30, February, 1965, for a discussion of this model 
showing the advantages over the two and three-group model.
1 oIhe pre-testing and post-testing included data obtained 
on the Family Relationship Questionnaire and the Marital Roles 
Inventory. Everyone in the family over 16 years of age completed 
the Family Relationship Questionnaire, and in addition the parents, 
parental surrogates, or husband and wife completed the Marital Roles 
Inventory. The pre- and post- interviewing included the data ob­
tained on the interview guide.
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was chosen because this is the usual length of time the handicapped 
person stays at the rehabilitation center.
The four-group design allows for numerous comparisons. It 
provides a way for assessing the impact of the pre-test and the ex­
perimental stimulus (the rehabilitation program) by comparing the 
various combinations of pre- and post-test groups.
CHAPTER II
THE FAMILY AND THE SICK ROLE
This chapter discusses the family as an organizational 
unit in society, illness as a labeling process, and family change 
and illness. The position taken is that there are structural, af- 
fectual and interactional elements present in the family unit.
These elements provide a basis for evaluating family change that 
comes about as a result of illness.
The Family as an Organizational Unit in Society
The element of concern in this topic is the internal or­
ganization of the family around certain structural, effectual and 
interactional elements.
In relation to the structural element of family organiza­
tion, Bates and Bertrand have conceptualized the family as an in­
stitution that can be differentiated from other institutions on the 
basis of the family function of procreation.1
As a primary group, the family is structurally organized 
into paired positions of husband-wif e , husband-father, wife-mother, 
son-brother and daughter-sister. Each of these status positions are 
made up of a subset of roles that tell the actor in the status po­
■^Bertrand, Alvin L. (comp.) "Institutions, Organizations, 
and Communities, A General Theory of Complex Structures", Collected 
Works of Frederick L. Bates on the Theory of Social Structure, Dept, 




sition what he or she should do. The "what" and •'how” aspect of 
actor role behavior is more clearly defined by the subset of norms 
that make up the particular role. Norms, then, prescribe the ap­
propriate role behavior for each of the status positions in the 
family and specify how reciprocal relations between family members 
are maintained, as well as how role behavior is altered by age and 
ability of the occupant in his or her position. In this research, 
the responses to the questionnaire by the actors in families in­
terviewed, are the analytical units under study.
The family unit described above is not isolated, but 
occupies a position within society. McKee says that the central­
ization of socially necessary activities within the family made it 
an institution, not merely a social group.2 It is the central in­
stitution in society and serves as a buffer between the individual 
and the other more complex social structures of society. Family 
members interpret outside stimuli by developing methods of com­
municating the meaning of these stimuli to one another.
In addition to the influence of elements outside the 
family, Glasser and Glasser have added that the family is a pro­
duct of many factors. These factors are:
(1) What goes on inside the heads of each of 
its members (which is a product of phys­
iological and social experiences).
(2) The present interpersonal relationships
2McKee, James B., Introduction to Sociology, Holt, 
Rinehart and Winston, Inc., New York, 1969, p. 365.
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and experiences of each of the individuals 
within and outside the family.
(3) The history of the social group and the 
rules it has established.
(4) The physical environment in which the 
group finds itself.
(5) The pressures placed upon it by social, 
political, economic and educational in­
stitutions that surround it.
(6) The norms of the culture in which it re­
sides, ̂
The complexity of the influence of these factors on family life 
makes it difficult for the researcher interested in studying the 
family. Basic family structure is constantly influenced by these 
factors and is manifest through the behavior of the actor. Ac­
cording to the following authors, this behavior is motivated by 
sentiment and interaction.
Cooley's description of a primary group as being "made up 
of persons whom the individual knows intimately, with whom he has 
strong attitudes of love, respect, fear or hate", describes the 
sentiment quality of family life.4 Thus feelings and emotions are 
expressed in the family and must be experienced.
Burgess and Locke have added to the earlier concepts of 
Cooley by suggesting that family members demand a happy family
3Glasser, Paul H. and Glasser, Lois N., eds., Families 
in Crisis, Harper and Row, New York, 1970, p. 4.
4Rose, Arnold, Sociology, the Study of Human Relations, 
Alfred A. Knopf, New York, 1965, p. 82.
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unit, not just a compatible family. This emphasis on sentiment is 
further emphasized when they suggest that the family is passing 
from an institution to companionship. As a result of industrial­
ization, the individual functions in an impersonal society and 
turns to the family as a fundamental source for intimacy.5
Blumer indicates that a process of interaction takes 
place between two actors when they meet which is influenced by 
sentiments; that the interaction between people, and in this case 
between family members, is complex. He stresses the interactional 
quality of group life which is, "a process in which people, as they 
meet in their different situations, indicate lines of action to 
each other and interpret the indications made by others”.6 Ac­
cording to this theory, family members would react to the ill or 
handicapped person in the way they would expect to be reacted to 
if they were in that situation. The ill person would react in a 
similar manner; bringing about role change.
The present research, through the use of questionnaires 
dealing with feelings and thoughts about companionship, social 
changes and family roles, attempts to take these theoretical for­
mulations into consideration.
^op. cit. McKee, p. 364.
6Blumer, Herbert, Symbolic Interactionism; Prospective 
and Method, Prentice-Hall, Inc., Englewood Cliffs, New Jersey, 
1969, p. 52.
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Illness: A Labeling Process
Illness, when conceptualized as a labeling process, brings 
about alterations in role performances. Olshansky has equated the 
labeling process with what he calls stigmatization. He refers to 




(3) race, color and religion
The stigmatized individual is confronted with varying responses
from individuals within his environment.
"In large measure the different kinds of re­
sponses by different people to what may appear 
to be the same disqualifying conditions may 
tend to increase the anxiety of the discredited 
as the degree of his acceptance or rejection 
appears to be beyond his control, and not nec­
essarily related to how he behaves. The stig­
matized person’s view of himself may be quite 
uncertain today because of the growing public 
pressure to reduce the stigma attached to, say, 
race, religion and disability. But the stig­
matized may experience during this time of 
change only greater discomfort and anxiety be­
cause of the continuing uncertainty regarding 
his human status in relationship to particular 
persons in specific situations, at particular 
moments of time."^
As a result of this stigmatization a "sick” role develops which has
certain characteristics.
Parsons lists four features of the "sick" role as follows:
^Olshansky, Simon, "Stigma: Its Meaning and Some of Its
Problems for Vocational Rehabilitation Agencies", Rehabilitation 
Literature, Vol. 26, 1965, pp. 71-74.
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1. The sick person is exempt from social respon­
sibility.
This exemption requires legitimation by and 
to the various actors involved and the phy­
sician often serves as a court of appeal as 
well as a direct legitimatizing agent. It is 
noteworthy that like all institutionalized 
patterns the legitimation of being sick enough 
to avoid obligations cannot only be a right of 
the sick person, but an obligation upon him. 
People are often resistant to admitting they 
are sick and it is not uncommon for others to 
tell them that they ought to stay in bed. The 
word generally has a moral connotation.
2. The sick person cannot be expected to take 
care of himself.
. . . .  the sick person cannot be expected by 
'pulling himself together' to get well by an 
act of decision or will. In this sense he is 
exempt from responsibility - he is in a con­
dition that must be taken care of. Of course, 
the process of recovery may be spontaneous, 
but while the illness lasts he cannot 'help 
it'. Ihis element in the definition of the 
state of illness is obviously crucial as a 
bridge to the acceptance of help.
3. The sick person should want to get well.
The third element is the definition of the 
state of being ill as itself undesirable with 
its obligations to want to 'get well'* The 
first two elements of legitimation of the sick 
role thus are conditional in a highly impor­
tant sense. It is a relative legitimation so 
long as he is in this unfortunate state which 
both he and actor hope he can get out of as 
expeditiously as possible.
4. The sick person should seek medical help.
Finally, the fourth closely related element 
is the obligation - in proportion to the 
severity of the condition, of course - to 
seek technically competent help, namely, in 
the most usual case, that of a physician and 
to cooperate with him in the process of trying
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to get well. It is here, of course, that 
the role of the sick person as the patient 
becomes articulated with that of the phy­
sician in a complementary role structure.
Parsons stresses the anxiety and stress-strain that the
individual undergoes as being two of the factors that bring about
dependency and the isolation phenomena. He states:
Perhaps the most definite point is that in the 
'normal' person, illness, the more so the 
greater its severity, constitutes a frustration 
of expectancies of his normal life pattern. He 
is cut off from his normal spheres of activity, 
and many of his normal enjoyments. He is often 
humiliated by his incapacity to function normal­
ly. His social relationships are disrupted to a 
greater or less degree. He may have to bear dis­
comfort or pain which is hard to bear, and he may 
have to face serious alterations of his prospects 
for the future, in the extreme but by no means 
uncommon case, the termination of his life . . . .  
Therefore, even the necessary degree of emotional 
acceptance of the reality is difficult. One very 
possible reaction is to attempt to deny illness or 
various aspects of it, to refuse to 'give in' to 
it. Another may be exaggerated self-pity and 
whining, a complaining demand for more help than 
is necessary or feasible, especially for incessant 
personal attention.8
The above statement indicates that the sick role is one 
which involves others and their values- Freidson has recognized 
this point and indicates that it usually involves a triadic model 
which includes the family, the patient, and the doctor.9
Since illness is a group problem, there must be some
8Parsons, Talcott, The Social System, Free Press, New 
York, 1951, pp. 436-437.
^Freidson, Elliot, Patients1 Views of Medical Practice, 
Russell Sage Foundation, New York, 1961, p. 190.
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social validation of the sick role. One of the most comprehensive 
works in this area is the work of Gordon. He lists twelve descrip­
tions as relevant to the validation of the sick role. These de­
scriptions are expressed toward an actor as follows:
1. He has a severe case of pneumonia.
2. He had something a year ago and as a result
lost the use of his legs.
3. He is recovering but not yet back to work.
4. He had something five years ago and since
then cannot do strenuous work.
5. He has persistent pains in the stomach but 
can still work.
6. He has had arthritis for the past several 
years.
7. He is under a doctor's care but can work.
8. He has increasingly bad attacks of rheuma­
tism.
9. He has an illness which keeps him in bed on
and off. It has gotten worse; there appears
little hope that it will improve.
10. He has been told that if he does not take it
easy, he will have a severe attack.
11. He has had something which has left him deaf.
12. He is recovering but still in bed.
Gordon assigned a validating factor to each of the above 
descriptions such as, "functional incapacity, uncertain prognosis, 
etc." He found that the anticipated prognosis plays a key role in 
the social identification process of someone as sick. Other 
findings were:
1» The poorer defined or more uncertain the 
anticipated consequence, the greater the 
tendency to define someone as sick;
2. Persons physically impaired by a past ill­
ness (handicapped) are least of ten iden­
tified as being sick;
3. Persons who are confined to bed are more 
likely to be defined as sick than persons 
who cannot work because of an illness.
4. If a person can continue to work, there 
is a greater tendency to identify him as 
sick on the basis of persistent pain than 
on the basis of his being under medical 
care.l°
Apple and Mechanic established four factors which val 
dated when a person is sick.
1. Legitimization by a physician.
This legitimization occurs when an occu­
pant or actor has been placed under a doc­
tor's care and authoritative recognition 
has been given of the need for medical 
care.
2. Symptoms.
The discriminators in this validation cri­
teria are described in terms of pains, dis­
comfort, or other manifestations that sug­
gest a changed condition in the persons 
health.
3. Functional incapacity.
The recognition that a person is function­
ally incapacitated,that is, he definitely 
is unable to perform normal work-life ac­
tivities .
4. Prognosis.
The fourth set of validating factors relate 
to prognosis, that is, an expectation of 
future well-being, even though the actor is
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still functionally incapacitated.H 
Family Change and Illness
The above aspects of the sick role suggest an interac­
tional model between the individual, his family and society. There 
is a progression from illness to labeling and acceptance of illness 
to a desire to change after acceptance of treatment. The process 
through which the ill or handicapped person moves indicates that 
there are changes made by the individual and the persons with whom 
he interacts. The reciprocal nature of the family role relation­
ships, the emotional quality associated with dependency and ill­
ness, and the quality and quantity of the interaction indicate that 
alterations in the behavior of one family member (in this case the 
ill member) change the family structure, sentiments, and interac­
tional patterns.
When reciprocal role requirements are met, there is a lack 
of stress in the family. However, if the father becomes seriously 
ill, it will be necessary for him to relinquish roles and the 
mother or other members of the family to assume new roles if the 
family is to continue to function. This reassignment of roles 
would have to be made at the onset of the illness and during its 
course until the father could resume his role set.
H-Apple, Dorrian, "How Laymen Define Illness", Journal of 
Health and Human Behavior, Vol. 1, Fall, 1960, pp. 219-225 and 
Mechanic, David, "The Concept of Illness Behavior", Journal of 
Chronic Diseases, Vol. XV, February, 1962, pp. 189-194.
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Illness is a stressor, a situation for which the family 
has had little or no prior preparation and therefore this reassign­
ment of roles is problematic- As a stressor, illness can be cate­
gorized as an intra-family event which is disorganizing as opposed 
to an extra-family event such as a hurricane which tends to solid­
ify the family.12
This problematic reassignment of roles brings on stress- 
strain within the family.13 The consequent development of anxiety 
and insecurity result in the following difficulties in role be­
havior.
Role Conflict:
Role conflict is (to a degree) a normal and ever 
present structural element of a social system.
When a person tries to perform the behavior called 
for by the role, he finds himself in a situation 
where one of the following is true: (1) his be­
havior is perceived by himself or by others as 
being inconsistent, (2) behavior performed in con­
formity to one of the norms defeats or negates be­
havior performed in conformity to another norm 
contained within the person's roles, or (3) the 
same person is expected by different alters or 
groups of alters to perform behavior which con-
12Ihere are extra-family events that bring about family 
disorganization, such as death and incarceration. For a discus­
sion of the relationship between these types of events and intra­
family crisis, see Parad, Howard J., ed., Crisis Intervention; 
Selected Readings, Family Service Association of America, New York, 
1965, and Fogleman, Charles W. and Parenton, Vernon J., "Disaster 
and Aftermath: Selected Aspects of Individual and Group Behavior
in Critical Situations", Social Forces, Vol. 38, No. 2, December, 
1959.
13Bertrand, Alvin L., "The Stress-Strain Element of Social 
Systemsj A Micro Theory of Conflict and Change", Social Forces,
Vol. 42, October, 1963.
forms to one of the two conditions stated pre­
viously. With the neurotic individual, for 
example, his erratic acceptance of his every­
day social responsibilities may further danger 
his tentative psychological adjustment by the 
negative response he gets from his contact 
with his environment.
Role Inadequacy:
This type of stress occurs when an individual 
actor is assigned a role for which he is not ad­
equately prepared. With the handicapped person 
who has had previous job experience, this could 
occur by his or her return to a former job which 
he is no longer able to perform due to physical 
or mental impairment. The actor must be re­
socialized in light of his present limitations 
and abilities.
Role Frustration:
An actor may find that he is unable to fulfill 
a role in the way he would like or in a way 
others esqsect him to. This type of stress for 
the family of a handicapped person might mani­
fest itself in the wife's inability to perform 
the breadwinner role or the ill husband's in­
ability to perform certain duties related to 
social requirements within the family, such as 
teacher to the children, companion to his wife, 
etc.
Role Non-reciprocity:
The handicapped person may act out a certain 
role toward a member of his family and find 
that the latter responds with behavior which is 
inconsistent with his expectations. One patient, 
for example, had Hansen's disease which resulted 
in a lack of feeling in his extremities. Al­
though he could do hard work, it damaged the tis­
sues and instead of getting praise for his en­
deavors, his family would respond with anger when 
he attempted hard manual labor.
Role Ambivalence:
In this type of stressful situation, the actor 
feels the necessity of showing a certain detach-
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ment or even disdain for what he is doing. The 
actor is overtly manifesting the fact that he 
faces two sets of expectations. This situation 
occurs when the ill father adapts the attitude 
that he must function in his role as companion 
to his wife and children when he has an infec­
tious disease that might cause them to become 
ill. He is ambivalent over the desire to be 
with his family on the one hand and to accept 
his sick role of isolation on the other.
Role Boredom:
This type of stress occurs when the roles as­
signed to a given person are so simple and rep­
etitious they do not utilize enough of his be­
havioral capacity. This might happen when the 
handicapped person is placed in a work situation 
that does not utilize his abilities. This is 
seen more often in rehabilitation settings where 
they have placed a person in a job without eval­
uating properly the abilities and limitations ofthe individual.
This stress-strain and the resultant role difficulties 
cause an alteration in family role relationships, communication 
patterns, decision-making characteristics, other interactional pat­
terns and marital strain.
Cattell was particularly explicit in his use of an econ- 
omy-of-energy model to describe small group functioning and this 
has implications for the family of a handicapped person in that it 
provides a rationale for change. He views a group's synergy as the 
total energy it can command. "Maintenance energy" is the part of 
that energy which is bound up in the group's internal machinery;
14Bertrand, Alvin L., Social Organization and Social 
Structure, A Modern System and Role Theory Perspective, Division of 
Continuing Education, Louisiana State University, Baton Rouge, 
Louisiana, 1971, pp. 323-331.
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"effective synergy" is the residue, the energy which is available 
to the group for use in carrying out its purposes. Thus the more 
energy the group expends in internal conflict, the less it will 
have available for carrying on its external business.^
Summary
Families are composed structurally of status positions 
that are usually occupied by actors who behave according to the 
role behavior assigned to that particular status position and the 
sentiment and interactional qualities derived from contact with 
other actors. Illness or a handicapping condition alters individ­
ual role performance due to the physical or emotional limitations 
of the ill person. This individual change precipitates family 
change through reciprocal role interaction influenced by sentiment. 
Although stress and strain are always present in social interaction, 
the amount of stress-strain is increased in the family during the 
period a member is ill or handicapped. This stress-strain remains 
at a high level until a resolution of the problems can be accom­
plished to make more energy available for other productive uses 
outside the family.
15Cattell, Raymond, "Concepts and Methods in the Measure­
ment of Group Syntality", Psychological Review, Vol. 55, 1948, pp. 
48-63.
CHAPTER III
THE CONCEPT OF REHABILITATION
This chapter covers a brief description of the evolution 
of the concept of rehabilitation for the handicapped, the content 
of the Delgado Rehabilitation Center program and a discussion of 
this rehabilitation program as a social change agent. Special em­
phasis is placed on how this type of program affects the handi­
capped individual who in turn affects the family.
A Historical Perspective
It is commonly accepted that today's attitudes, beliefs, 
and institutional structures can best be understood in light of 
what has taken place before.1 Historically, attitudes toward ill­
ness and disability have varied in different cultures at different 
times. Among pre-literate peoples, magic was used to coerce the 
gods through its definite ritualistic conduct.2 By 2000 BC this 
same causation and stigmatic condition existed concerning illness, 
but through the Codes of Hammurabi, "legal aspects of medical prac­
tice had been established, including fees and punishment to be in­
flicted in case of failure, which gave the physician a recognized
^Most of these historical comments were taken from 
Oberman, C. Esco, A History of Vocational Rehabilitation in 
America, T. S. Denison and Co., Inc., Minneapolis, 1965.
^Becker, Howard and Barnes, Harry Elmer, Social Thought 




and acclaimed status in society.3 From Hippocrates, who took the 
position that disease was a product of an earthly process, there 
developed an increased rationality involved in the social con­
sciousness and treatment of illness. This rationality has not 
progressed steadily to present day rehabilitation philosophy as 
evidence remains of the Spartan idea of eliminating the deformed 
and disabled in present day 20th century thinking. In confirmation 
of this, Garrett quotes from Karl Pearson:
You are enabling the deformed to live, the blind 
to see, the weakling to survive - and it is part­
ly due to the social provision made for these 
weaklings - the feebleminded woman goes to the 
workhouse for her fourth or fifth illegitimate 
child, while the insane man, overcome by the 
strain of modem life, is fed and restored for a 
time to his family and paternity. In our insti­
tutions we provide for the deaf-mute, the blind, 
the cripple and render it relatively easy for the 
degenerate to mate and leave their like.
In the old days, without these medical benefits, 
and without these special provisions, the hand of 
nature fell heavily on the unfit. Such were num­
bered as they are largely numbered now, among the 
unemployables; but there were no doctors to en­
able them to limp through life; no charities to 
take their offspring or provide for their neces­
sities. A petty theft meant the gallows, unem­
ployment meant starvation, feeblemindedness meant 
persecution and social expulsion; insanity meant 
confinement with no attempted treatment. To the 
honor of the medical profession, to the credit of 
our social instincts we have largely stopped all 
this, but at the same time we have to a large ex­
tent suspended the automatic action whereby a
3Malikin, David and Rusalem, Herbert, eds., Vocational 
Rehabilitation of the Disabled: An Overview, New York, University
Press, New York, 1969, pp. 30-31. See particularly Chapter II by 
James F. Garrett, 'Historical Background".
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race progressed physically and mentally . . . .
What will happen, if, by increased medical skill 
and by increased state support, they propagate 
their kind? Why undoubtedly, we shall have a 
weaker race.4
This movement of treating the ill as if possessed with 
demons continued with some exceptions in Europe until the early 
19th century. With the coming of the Industrial Revolution which 
called for large numbers of people to work long hours in factories 
not fit for human habitation, people developed industrial disabil­
ities with few resources available to help them with their resid­
ual capacities.
Prior to this time in Europe and America, there were 
isolated attempts to educate and train the handicapped. Most of 
these efforts were sponsored by private and religious groups which 
was in keeping with this period of history.
Not until 1917, when Congress established the Federal 
Board for Vocational Education, was federal legislation enacted 
that recognized the importance of creating programs to assist the 
handicapped. In 1918, Massachusetts passed the first state voca­
tional rehabilitation laws. From this initial beginning of pro­
viding services of a training nature, the movement continued to­
ward providing more comprehensive programs which included medical, 
social, and vocational services. Present services often include 




The Content of the Rehabilitation Program
The content of the rehabilitation program included in 
this research is provided by the Delgado College Rehabilitation 
Center. This program, established by joint agreement between the 
Louisiana Division of Vocational Rehabilitation and Delgado Junior 
College, features a combination of vocational, psychological, 
social and medical services.
Each person is referred to the rehabilitation center 
through the Division of Vocational Rehabilitation, State Depart­
ment of Education. Each client has a physical, psychological or 
social handicap that interferes with his or her functioning on a 
job, in the family, or in educational and training facilities. A 
rehabilitation counselor guides each individual through the reha­
bilitation process, which includes an initial diagnosis and treat­
ment phase, a vocational evaluation and training phase, and a 
placement or termination phase. The first and third phases were 
omitted as this data was not available to the author. Therefore, 
the vocational evaluation and training phase is that portion of 
the rehabilitation process studied in the present research.
Talbot says that rehabilitation consists not only of the
correction of, or compensation for disability, but is the develop­
ment of a way of living that is conditioned by community life.^
5Talbot, Herbert S., "A Concept of Rehabilitation", 
Rehabilitation Literature, Vol. 22, 1961, pp. 358-364
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He implies that the rehabilitation goals for the handicapped are 
the same as for other members of society, namely, assisting them 
in carrying out whatever social responsibilities of which they are 
capable.
The evaluation and work adjustment offered at the Delgado 
Rehabilitation Center, requires the joint skills of rehabilitation 
specialists such as physicians, psychologists, physical, occupa­
tional, speech and music therapists, social workers, rehabilita­
tion counselors, and vocational evaluators. These services are 
rendered for the purpose of assisting in the vocational rehabili­
tation bridge between the period of hospitalization and/or inac­
tivity, and the last stages of strict vocational preparation for 
job placement.^
The objectives of the Delgado Rehabilitation Center pro­
gram include the following:
1. The rehabilitation center functions as a sup­
porting service to the rehabilitation coun-
^This information and some of the material that follows 
was taken from the Delgado Junior College Catalog for 1970. For 
more information related to the Delgado Rehabilitation Center, see 
Nebe, Henry J. and Villemarette, Julius M., The Delgado System: 
Guidelines Manual for Rehabilitation Center Planning, Delgado 
Press, New Orleans, La., 1968. For more general information see 
Switzer, Mary E., "A Coordinated Approach to Rehabilitation”, 
Archives of Physical Medicine and Rehabilitation, Vol. SO, No. 7, 
July, 1969, pp. 363-366; Neff, Walter S., ,TWork and Rehabilita­
tion", Journal of Rehabilitation, September and October, 1970; 
"Colloquy on Work Evaluation", Journal of Rehabilitation, January 
and February, 1970. (Presents articles by many authors on this 
subject.)
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selor for the purpose of assisting in the 
vocational rehabilitation of the severely 
handicapped. (The counselor is seen as the 
primary agent in rehabilitation as he is the 
one person that follows the client from ill­
ness to job placement.)
2. The rehabilitation center assists in the re­
habilitation process by providing a composite 
program of medical, psychosocial, and voca­
tional services.
3. These rehabilitative services are comprehen­
sive in depth and flexible enough to meet the 
vocational, social, emotional and mental needs 
of each client.
4. The rehabilitation center is an effective 
partner, joining other community agencies in 
striving for the development and maintenance 
of dynamic guidance for the handicapped - a 
program dedicated to vocational and education­
al growth, self-realization, and personal and 
social adjustment.
Ihe following is a brief discussion of the goals, pur­
poses and functions of the various departments of the Delgado 
Rehabilitation Center. Their services make up the rehabilitation 
process that is the variable under study in this research.
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Vocational Services:
The vocational services are divided into two major com­
ponents - evaluation and conditioning. The evaluation services 
are conducted in seven evaluation areas: Business Administration,
General Clerical, Graphic Arts, Personal Services, Technical 
Crafts, Industrial Crafts, Industrial Practices and Building 
Trades.
Vocational Evaluation refers to the process of deter­
mining a client's aptitude for training or employment. The ulti­
mate purpose of vocational evaluation is to assess the client's 
capabilities and limitations in a vocational environment, thus 
providing rehabilitation counselors with detailed and accurate in­
formation as an effective base for counseling and guidance. The 
objectives of evaluation include the following:
1. To assess specific work traits such as 
initiative, perseverance and dependability.
2. To determine emotional and physical work 
tolerance for vocational activity.
3. To measure the quality and quantity of work 
performance in a variety of occupational 
tasks.
4. To evaluate potential and readiness for vo­
cational training or employment.
Vocational Conditioning includes personal and social ad­
justment, vocational fundamentals, and work conditioning activ­
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ities in business procedures, graphic arts, industrial crafts and 
personal services•
The Personal and Social Adjustment Area is designed to 
guide and assist the client in preparing socially and psycholog­
ically for participation in a j'ob. The overall obj'ectives of the 
Personal and Social Adj'ustment Area are based on the fact that the 
handicapped, whose lives have been suddenly and erratically al­
tered, or who have never lived outside of a sheltered environment, 
frequently possess inadequate backgrounds and inappropriate be­
havior patterns for competing and succeeding in work. The primary 
goals of vocational adj'ustment, therefore, are to assist the 
client in developing good work habits and to enhance his likeli­
hood of employment. The goals of the Personal and Social Adjust­
ment Area are:
1. To assist the client in developing acceptable 
work behavior patterns.
2. To stimulate the understanding and apprecia­
tion of employee functions and responsibili­
ties.
3. To develop the ability and inclination to 
practice satisfactory hygienic grooming hab­
its.
4. To familiarize the client with the opportu­
nities, requirements, and responsibilities 
in the world of work.
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The Vocational Fundamentals Area is designed to assist 
those clients who have experienced failure, frustration, low aca­
demic achievement and poor adjustment in school. This program is 
flexible, so as to meet the needs of individuals with various 
levels of education and vocational achievement. Ihe objectives 
are:
1. The development of competencies in reading 
instructions.
2. The development of communication skills 
(speaking, writing and reading).
3. The development of competencies in basic 
arithmetic, particularly as it applies to 
the individual's vocational goals.
The Work Conditioning Area is considered the final reha­
bilitation center service before a client enters formal training 
or competitive employment. This specific service is designed for 
those clients who have completed their evaluation programs, but 
are not physically and psychologically prepared for the next step 
in their rehabilitation program - training or employment. Work 
Conditioning, therefore, assists the clients in adjusting to the 
demands of work in a training environment and in acquiring or re­
gaining those vocational traits which are so vital in competitive 
employment. The following are the objectives of the Work Condi­
tioning Area:
1. To increase emotional and physical work tol-
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erance.
2. To develop or improve vocational traits 
such as dependability, self-confidence and 
perseverance.
3. To improve the quality and quantity of work 
performance.
The Work Conditioning Areas are organized as shops or 
small factory units in order to create actual working conditions. 
Bach work station is a complete unit with the necessary supply of 
gas, water, air and electricity. In addition, these stations con­
tain appropriate work benches, equipment and tools for specific 
jobs assigned. The work performed in the conditioning areas is 
practical and productive, rather than exploratory, thereby empha­
sizing commercial and industrial standards in behavior and per­
formance as a preparatory step for employment or training.
Psychosocial Services:
1. The Role of the Social Worker as a Member of the
Staff.
The social worker in the rehabilitation center is the 
logical person to act as liaison between the center, the community 
and other professional groups. Since the client is a part of the 
community, he needs to feel that he is accepted and involved in 
the total rehabilitation process. In reaching the community, the 
social worker does so as a member of the multi-disciplinary group 
in the center, utilizing the team approach. The social worker
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functions as part of an interrelated process of team activity so 
that community relations are approached with a design for action, 
planned and shared by the whole team.
In order to facilitate frequent exchange of information 
and thus integrate all phases of the program, the social worker 
participates in staff meetings and in individual conferences among 
staff members.
2. The Role of the Social Worker in the Case Study.
Since all referrals to the center are made by the Division 
of Vocational Rehabilitation, the social worker can facilitate the 
client's progress and his evaluation by working with the voca­
tional rehabilitation counselor in preparing the client for what 
he may expect from the center, and in evaluating his psychological 
readiness for rehabilitation. The social worker is requested to 
participate in the case study prior to preparation of the client 
for admission to the center. Part of this participation is the 
preparation of a social study, following an interview in the home 
with the client's family. This includes an evaluation of the 
client's personality and behavior dynamics, his role in the family 
and immediate environment, the family structure, interrelation­
ships, and socioeconomic level. The client's and the family's 
interpretation of the client's condition, and a preliminary as­
sessment of casework services needed to enhance his or her move­
ment toward more effective functioning in both social and voca­
tional areas is an important part of this initial interview.
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3. Role of the Social Worker in Regard to the Client 
and His Family.
In general, there are two interrelated aspects of the 
social worker’s function on the team. One aspect deals with as­
sisting the disabled client to use the total services to his maxi­
mum capacity; the other, concentrates on the client’s relationship 
with his family. The disabled client's rehabilitation depends upon 
both.
Social casework services are made available to all clients, 
depending upon their individual needs, in an effort to help them 
cope more effectively with their problems in psychosocial func­
tioning. In addition to individual casework services, the social 
worker assumes responsibility as group leader in regularly sched­
uled weekly group discussions with the clients. In the group dis­
cussions, the social worker’s function is to assist and to enable 
clients to share problems, to give recognition to others having 
similar problems, to develop more constructive approaches to the 
handling of problems and problem areas, and to learn behavioral 
controls.
The family of the handicapped individual should be in­
volved as participants in the client’s rehabilitation, for their 
behavior and attitudes determine in large measure the client's 
response to rehabilitation efforts. The social worker has the 
major responsibility for working with families of clients at the 
center, and is depended upon by the counselor and the center staiff
to know the family, to foster their participation in the center's 
plans with the client, and to help them create a more favorable
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climate for the client's achievement of feasible vocational goals.
An important aspect of casework with families is the pro­
vision for regularly scheduled weekly group meetings held in the 
evenings with the social worker as group leader. The social work­
er's function in these meetings is substantially the same as with 
the clients. It is not intended that the social worker will offer 
intensive casework treatment with the goal of effecting person­
ality changes in families, but that the social worker will help 
the spouse or parents to define their own role in the client's 
rehabilitation program and to plan constructively.
4. The Role of the Music Therapist in the Psychosocial 
Aspects of the Client's Functioning.
Music therapy is the use of music to help clients 
achieve better social relationships in both the working situation 
and the community. The music activity also helps the client learn 
new skills or improve existing ones. Often, the music activity 
permits the client to get a better image of himself, his capabil­
ities, potentialities and self-worth. This is accomplished 
through the social facilities that music therapy develops. A log­
ical area of consideration is that one’s ability to maintain a job 
is largely dependent upon his acceptable social relationships. 
Music therapy plays a vital supportive role in the vocational 
training experience which can help strengthen the vocational fu­
ture of the individual.
Medical Services;
The Medical Department is under the supervision of a
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physician who is responsible for directing all medical services so 
as to most effectively supplement other medical services available 
in the community. The services offered are as follows:
1. Medical Supervision
a. The medical director reviews all of the medical 
information in the rehabilitation counselor’s case record on the 
client before the Admission Staffing to the center. The Admission 
Staffing is conducted by the center’s administrator who calls on 
various disciplines to assist him in deciding who should attend 
the center.
b. The medical director examines the client, usually 
during the first week the client spends in the center. If indi­
cated, additional examinations are made after evaluation and 
testing procedures have been completed; or, in some instances, 
this initial examination may be deferred pending the completion of 
other examinations.
c. The medical director participates in all Admis­
sions Staffings except those in which it is more appropriate for 
one of the other medical consultants to attend. He discusses the 
medical aspects of the case and develops the medical service plan 
for each client.
d. He interprets medical information and precautions 
to be observed regarding the client to other staff members.
2. Medical Consultation
Appropriate medical specialists may be made available 
for consultation with personnel of the center on specific cases,
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either by bringing the medical specialist to the center, or by 
having the client visit the specialist's office.
3. Psychiatric Consultation
Psychiatric consultants may be requested by the med­
ical director to review the counselor's case record of the client 
prior to the Admission Staffing. The need for psychiatric con­
sultation may be determined by this consultant after he has re­
viewed the record, or such consultation may be requested by the 
medical director to determine whether there is a mental and/or 
emotional involvement affecting the rehabilitation program.
4. Physical and Occupational Therapy
Physical therapy is the application, on medical pre­
scription, or physical agents, and the instruction of clients in 
the therapeutic exercises to restore, increase, or maintain at 
maximum level the functional capacity of the musculo-skeletal sys­
tem, its articulations and associated structures. Occupational 
therapy is the instruction and supervision of a client in medical­
ly prescribed activities utilizing creative, manual, and indus­
trial arts media and techniques to assist in the physical and men­
tal restoration of disabled persons. Psychiatric and orthopedic 
are the two types of therapy offered mostly at the center. Psy­
chiatric occupational therapy may be helpful in stimulating group 
activities. In the majority of orthopedic cases, the goal is in­
creased muscle strength or range of motion in joints resulting 
from the performance of purposeful, repetitious acts.
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5. Speech Training
This type of training is the instruction and super­
vision of patients in exercise designed so as to help them over­
come deficiencies in speech resulting from any type of disability. 
This may include speech pathology for the diagnosis of speech dis­
orders .
6. Audiological
The service of audiologists is used in diagnosing and 
treating deficiencies in hearing and the results thereof, in­
cluding the prescription of prostheses, lip reading, auditory 
training, and speech correction and development.
These services then, are the content of the rehabilita­
tion process that acts as a change agent in the life of the client 
and his family.
Rehabilitation as a Change Agent
From the content of the services offered at the rehabili­
tation center, it is evident that each service is directed toward 
bringing about change in the client and/or his family.
Largely, this modification of role performance is stim­
ulated by the type of vocational evaluation. Generally, voca­
tional evaluation is an appraisal and measurement of a client's 
skills, dexterity, aptitude and potentials for work.7 it is
7Rosenberg, Bernard and Welserson, Thelma, "A Structured 
Prevocational Program", American Journal of Occupational Therapy, 
Vol. 14, 1960, pp. 57-60.
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feasible primarily for handicapped individuals who need to develop 
new skills for eventual employment because of congenital diseases 
or injuries, industrial accidents, traumatic injuries and other 
acquired disabling factors.
Another type of evaluation program is the pre-vocational 
program. It differs from the vocational evaluation program in 
that it emphasizes the development of a client's work habits, work 
tolerance, coordination and productive speed. This type of pro­
gram is primarily for the client who has never worked, who has not 
worked for the past few years, who heeds help in developing proper 
work habits and in adjusting to a work environment "because of a 
lack of confidence, severe anxiety and fearfulness in new situa­
tions".8 The Delgado Rehabilitation Center, as already noted, 
encompasses both types of evaluation.
The essential ingredients of the evaluation and adjust­
ment period described above are: the application of work special­
ties by professional disciplines through a therapeutic relation­
ship. Each discipline is concerned with evaluating the client's 
performance on the basis of past behavior as well as observations 
of current behavior in the evaluation program. This evaluation of 
the client’s behavior is in no way limited to the preliminary 
phase of the study, but continues during the entire rehabilitation 
process. As information is gathered, the professional relation­
8Ibid. p. 58
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ship is the vehicle used to implement desired changes.9
The two types of changes involved in this process are 
physical and mental. These changes are not dichotomous as phys­
ical change often results in mental change and vice-versa. An 
example of the interrelation of physical disease causing social 
and emotional problems are the findings by Rolston and Chesteen 
regarding hinderances to the rehabilitation of leprosy patients.10 
Medical uncertainty regarding the course of the disease, gener­
ally low education and gob skill levels, the advanced age of the 
patients, and still prevalent rejecting stigmatic attitudes among 
the public and employers, were the major handicaps to rehabilita­
tion. They recommend increased rehabilitation counseling services 
with emphasis on the family and on educative intervention with 
prospective employers.
Summary
The attitude of society toward the ill and handicapped 
has changed from punitive, hostile action to that of compassion
9For a discussion of the use of the professional rela­
tionship to bring about change in a social work setting, see 
Hollis, Florence, Casework; A Psychosocial Therapy, Random House, 
New York, 1969, pp. 149-167-
l^Rolston, Richard H. and Chesteen, Hillard E., The 
Identification of Psychosocial Factors Related to the Rehabilita­
tion of Leprosy Patients, School of Social Welfare, Louisiana 
State University, Baton Rouge, August, 1970. This research was 
supported by a grant from the Social and Rehabilitation Services, 
Department of Health, Education and Welfare, No. RD-2316-P.
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and understanding. This switch has taken place over a long period 
of time until presently there are numerous programs directed to­
ward making the ill or handicapped more productive and happy.
The emphasis of this research is on the evaluation and 
training period of the rehabilitation process. This period is 
comprehensive and involves numerous disciplines. When these dis­
ciplines work with their clients, it is hypothesized changes in 
role performance take place.
CHAPTER IV
CHARACTERISTICS OF THE SAMPLE
Knowledge of the similarities and differences between 
rehabilitation and college families is useful to professionals in 
planning vocational goals compatible with family attitudes, values 
and assets. The purpose of this chapter is to compare the simi­
larities and differences of the rehabilitation and college fami­
lies on nine Family Characteristic Variables: family position,
age, occupation, income, education, illness disposition, type of 
handicap or disability, religion and number of members in the 
family.
This research sample includes the families of 75 rehabil­
itation clients and of 71 college students. The chapter describes 
and compares the families of both these groups on the above nine 
identifying characteristics.
The Handicapped and Their Families
As stated in Chapter I, there were two groups of rehabil­
itation families.
Rehabilitation group one received a pre-test and pre-test 
interview and a post-test and post-test interview. Each family 
member over 16 took the Family Relationship Questionnaire and in 
addition, the mother and father or husband and wife took the Mari­
tal Roles Inventory. The interviewer elicited information on the 
Family Characteristics Variables prior to administering the tests.
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The interview was structured by an interview guide. (See Appen­
dices A, B and C for copies of the tests and interview guide.)
Rehabilitation group two received only the post-test and 
post-test interview.
Rehabilitation group one was composed of 33 families and 
rehabilitation group two was composed of 37 families.1
Rehabilitation Family Profile
A typical rehabilitation family was composed of a mother, 
father, one sibling and the client. The age of the client and his 
sibling was between 16 and 23 and his parents were probably in 
their 40's. The family religious faith was Protestant. Employ-
•*-There were 103 clients in the rehabilitation center in 
the spring of 1971. Of these 103 clients, 4 were eliminated be­
cause they lived alone. The remaining 99 clients were assigned 
numbers and the odd-numbered clients were placed in rehabilitation 
group one and the even-numbered clients placed in rehabilitation 
group two. Of the 50 families in rehabilitation group one, 9 left 
the center before they could be interviewed and 5 refused to par­
ticipate because of the personal nature of the questionnaire.
Three were mentally incapable of comprehending the pre-test ques­
tionnaire even with the help of the interviewer.
In rehabilitation group two, contact was made with 49 
families: 7 refused to participate because they had completed
their evaluation at the center, felt negatively about it and no 
longer wanted to participate in any rehabilitative venture; 3 had 
quit the center prior to an eight-week exposure; 2 could not par­
ticipate because of low mentality and consequent inability to com­
plete the questionnaire even with assistance.
Of those 8 families that refused to participate for emo­
tional or mental reasons, all, in the opinion of the interviewers, 
indicated they were suspicious and felt the information was being 
gathered for some other reason. All had previous contacts with 
other social agencies, usually welfare-type organizations that 
rendered financial assistance according to some eligibility cri­
terion.
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ment was usually temporary and the kind of job held was unskilled, 
but most members were unemployed vrtiile going to school or at­
tending the center. As a result of this unemployment or temporary 
employment, the family income was generally below $125.00 a week. 
Most members had between a 7th and 12th grade education.
There was no unusual preoccupation with illness, but 
usually one or more family members had a mental or physical handi­
cap with the modal handicap being mental retardation.
There was little change in this typical family profile
after the rehabilitation experience. In rehabilitation group two, 
these characteristics were essentially the same except for minor 
differences on the variables education, religion and number of
individuals in the family.
A Comparison of Rehabilitation Families
on the
Family Characteristic Variables
The following data was gathered on all rehabilitation 
families that participated in the study. Data is reported in 
tables on the Family Characteristic Variables; family position, 
age, occupation, income, education, illness disposition, type of 
handicap or illness, religion and the number of members in the 
family.
Family Position
Each person that lived in the household was listed by the 
interviewer according to the position he or she occupied. A
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client or student was always listed as being in this position re­
gardless of any other function he or she might perform. Table I 
indicates the groups are matched on the family position variable, 
with both groups having more mothers than fathers.
Age
Each interviewer was asked to get the ages of the family 
members filling out the questionnaire. These age categories were 
used as it was felt they follow the developmental life cycle of 
adolescence, young adulthood, later adulthood, preparation for 
retirement years, and retirement.2 According to Table II, the 
ages of family members in both groups are approximately the same. 
Occupation
The occupation of each family member that was employed at 
the time they completed the questionnaire was categorized ac­
cording to a slightly modified version of Hollingshead1s Index of 
Social Position.3 The unemployed and part-time workers, as well 
as clients or students, were placed into separate groups as pre­
vious research had shown that many individuals would go to work at
^These categories fit the characteristics of the develop­
ment process as suggested in English, O. Spurgeon and Pearson, 
Gerald H. J., Emotional Problems of Living; Avoiding the Neurotic 
Pattern, W. W. Norton and Company, Inc., New York, 1963.
hollingshead, August B., Two Factor Index of Social 
Position, (published by the author), 1965 Yale Station, New Haven, 
Connecticut, 1965.
TABLE I















Father 10.1 10.1 13.7 11.3
Mother 22.2 22.2 20.2 21.5
Uncle or Aunt 1.0 1.0 0 .6
Siblings 21.2 21.2 21.8 21.4
Father (surrogate) 4.0 4.0 1.6 3.2
Mother (surrogate) 3.0 3.0 .8 2-3
Spouse 5.1 5.1 8.1 6.1
Client/student 33.3 33.3 31.5 32.7
Other 0 0 2.4 .8
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unskilled jobs after attending the center.4 This minor adjustment 
in the scale made it possible for this change to be noticed.
There was a slight upward movement toward employment 
after the client had gone through the rehabilitation center. This 
was expected as it had occurred in the research cited previously. 
Other than this variation, the two groups are matched on employ­
ment (Table III).
TABLE II
THE PERCENTAGE OF INDIVIDUALS IN DIFFERENT














16-23 43.4 42.2 41.1 42.3
24-35 7.1 7.1 10.5 8.2
36-45 25.3 26.3 24.2 25.3
46-55 16.2 16.2 18.5 13.6
56-65 6.1 6.1 4.0 5.4
Over 65 2.0 2.0 1.6 1.8
4Galloway, John P. and Goldstein, Harris K., Some Influ- 
of Family Group Therapy on the Rehabilitation Potential of Clients, 
A Delgado Research Study, Delgado Junior College, New Orleans, 
Louisiana, 1971. Many of the categories on Family Characteristic 
Variables are duplicated in this research. The ideas for this 
research were stimulated by this project, thereby affording com­
parable data.
TABLE III











Higher Executives 0 0 1.6 1.6
Business Managers 1.0 2.0 0 1.0
Administrative Work 1.0 1.0 1.6 1.2
Clerical Work 2.0 2.0 5.6 3.2
Skilled Manual Work 3.0 3.0 4.8 3.6
Machine Operators 0 0 2.4 .8
Unskilled Employees 11,1 13.1 7.3 10.5
Unemployed or Part- 
time Workers 34.3 35.4 34.7 34.8
Clients or Students 47.5 43.4 41.9 44.3
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Income
The Income categories were chosen on the basis of pre­
vious research. This is the total known family income; the income
reported to the interviewer by each member that completed a ques-
tionnaire *
TABLE IV


















0-50 29.3 27.3 24.2 26.9
51-125 41.4 43.4 33.1 39.3
126-226 28.3 28.3 28.2 28.3
227-327 1.0 1.0 8.1 3.4
328-427 0 0 3.2 1.0
428-527 0 0 3.2 1.0
Over 527 0 0 0 0
There is a slight rise in income after the rehabilitation
esq>erience as would be expected with the improvement in occupa­
tional status of the family members.
General Educational Level
Earlier research had shown that a large number of reha­
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bilitation clients had not completed high school.5
TABLE V



















1-6 Grade 11.1 11.1 13.7 12.0
7-9 Grade 28.3 28.3 37.9 31.5
10-12 Grade 52.5 52.5 34.7 46.2
Some College 4.0 4.0 7.3 5.1
College
Graduate 2.0 3.0 4.0 3.0
Post Graduate 
Training 1.0 1.0 .8 .9
Skilled Training 1.0 1.0 1.6 1.2
There is a difference in educational achievement between
rehabilitation group one and two on this variable. There are more
people who had no high school training in group two. This appar­
ently had little affect on the income and occupational levels of 
this group as there were more in college.
Illness Disposition
This was largely a subjective item in that the inter-
^Galloway, John P. et al., Client Characteristics Re 
lating to the Intensity of Social Work Services Received, A 
Delgado Research Study, Delgado College, New Orleans, 1969.
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viewer was asked to get some idea of what the history of illness 
had been among family members. It had been the experience of the 
author that many rehabilitation families had multiple physical and 
mental problems. Not all were verifiable by medical diagnosis, 
but were thought to be present by the family members; such as fre­
quent fears of cancer, constant headaches, digestive problems, etc.
TABLE VI
THE PERCENTAGE OF INDIVIDUALS 



















More than one 
person in the 
family is ill 13.1 13.1 12.1 12.8
There is one 
person ill 18.2 18.2 16.1 17.5
Pervasive pre^ 
occupation 




in the family 62.6 62.2 62.9 62.7
Frequently one or more members of the family were ill, 
but there was no unusual preoccupation with illness. The groups 
are, however, matched on this variable.
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Type of Primary and Secondary Disability
Each family member was asked to state whether or not 
they had a disability. The categories were used as they were 
general and encompassed a number of finite diagnoses- They were 
also used in the research study mentioned earlier and had proved 
to be useful.
Secondary disability exists in addition to the primary 
handicapping condition of the individual. A client was considered 
to have a secondary disability when he or she had more than one 
handicapping condition. This second disability was not as lim­
iting as the primary disability.
As indicated by Table VII, mental retardation and mental 
illness are the most frequently occurring disabilities. Other 
variations are minor. Both groups are matched.
Family Religion
Previous research indicated that more Catholics attended 
the rehabilitation center, reflecting the general population of 
the New Orleans area which is predominately Catholic.
Rehabilitation group one had more Protestants than 
Catholics and this was not expected. The groups are not matched 























Problems 3 4 5.6 4.2
Cardiac Problems 7 6 3.2 5.4
General Debility 5 5 3.2 4.4
Mental Illness 5 5 3.2 4.4
Mental
Retardation 18 17 16 17
Other 5 5 8 9




Problems 1 1 2.4 1.4
Cardiac Problems 0 0 00o. .026
General Debility 2 2 • o 00 .026
Mental Illness 3 3 1.6 2.5
Mental
Retardation 1 1 2.4 1.4
Other 4 5 4.8 4.6
None 88 87 83.8 86.2
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TABLE VIII

















Protestant 56.7 56.7 46.8 53.4
Catholic 42.3 42.3 46.8 43.8
Jewish 0 0 3.2 1
Other 1 1 3.2 1.7
Number of Family Members
Ibis number included the total number of individuals
living in the home. They did not have to be related and did not 
have to fill out a questionnaire.
There are more family members in rehabilitation group two 
than in rehabilitation group one. The groups are not matched on 

























TWo 14.1 16.2 9.7 13.3
Three 13.1 11.1 20.2 14.8
Four 28.3 28.3 22.6 26.4
Five 16.2 19.2 22.6 19.3
Six 14.1 11.1 11.3 12.1
Seven 7.1 7.1 2.4 5.5
Eight 4 4 0 2.6
Nine and Over 3 3 11.3 5.7
General Differences Between Rehabilitation 
Group One and Group Two
Three differences are observable: (1) the general edu­
cational level of group two is lower than group one, (2) both 
groups differ from previous research on religion with group one 
having more Protestants than Catholics and group two having an 
equal number of Protestants and Catholics, (previous research 
showed more Catholics than Protestants), and (3) there are more 
family members in group two than in group one.
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The College Students and Their Families
Seventy-one students who attended the Delgado Junior Col­
lege were used as a comparative group for this study. The list 
was compiled from the students that registered for the spring 
semester and the sample was selected at random from two alphabet­
ical card index files. An attempt was made to get a proportionate 
number of students reflecting the study area of concentration at 
Delgado College during the fall semester. The minor variations in 
the percentage distribution between the sample and the spring en­
rollment is probably due to a different concentration in enroll­
ment in the various study areas.
TABLE X
A PERCENTAGE COMPARISON OF STUDENT POPULATION 
WITH A SELECTED RANDOM SAMPLE ACCORDING 
TO AREA OF STUDY
Delgado Student Population
Area of Study Fall Sample
__________________________________________ 1970____________ Population
General Studies .10 .08
Business Studies .20 .21
Continuing Education .36 .37
Engineering and
Industrial Technology .15 .17
Vocational Trades .20 .17
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As with the rehabilitation families, there were two 
groups of college families. College group one received a pre-test 
and pre-test interview and a post-test and post-test interview.
The same testing and interviewing procedure was used with the col­
lege student families as with rehabilitation families. College 
group two received only the post-test and post-test interview.
College group one was composed of 31 families and college 
group two was composed of 40 families.^
^0f the original 116 college families, 58 odd-numbered 
families were placed in college group one and 58 even-numbered 
families were placed in college group two.
Of the 58 in college group one, 40 completed the pre­
testing and pre-test interviewing. Of the 18 families that were 
lost, 9 refused to participate because of the personal nature of 
the questions by the interviewer and on the questionnaire, 1 lived 
alone and had no nuclear family, 1 quit school, 3 could not be 
contacted as they were never at home, and 4 moved and their new 
address was unknown. Of this group on the post-testing and post­
interviewing phase eight weeks later, only 31 completed the ques­
tionnaires and interviews. Of the ones not completed, 8 felt it 
took too much time to fill out the questionnaires and participate 
in the interviews thereby expressing their uncooperativeness in 
participating again. One family was omitted because the presence 
of a father in the family had been concealed in the initial inter­
view. This policy of allowing only those family members who par­
ticipated in the pre-test and pre-test interview to participate in 
the post-test and post-test interview was followed throughout the 
study.
Of the 58 in college group two, only 45 were contacted 
and 40 completed the post-test and post-test interview only. The 
size of this sample was set at 40 so that it would be comparable 
to the other groups. The 5 that refused to participate did so be­




The typical student had four members in his family; a 
father, mother and a sibling. The family religion was Catholic. 
The age of the student’s parents was between 36 and 40 and the 
student was 23 years old. The usual occupation was some unskilled 
work with the student being employed part-time while attending 
school. This type of employment was reflected in the family in­
come which was usually between $51 and $125 weekly. Educationally, 
however, most of the family members had completed high school and 
had some college training.
There was no person ill or handicapped and there was no 
unusual preoccupation with illness within the family.
A Percentage Comparison 
of
College Families
The following data was gathered on the college families 
that participated in the study. Data is reported in tables on the 
Family Characteristic Variables.
Family Position
All members of the student’s family that lived with him 
or her were listed by the interviewer according to the position 
they occupied in the family. The individual who was a student was 
always listed as being in this position regardless of the other 
position he or she occupied in the family.
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TABLE XI
THE PERCENTAGE OF INDIVIDUALS OCCUPYING 
DIFFERENT FAMILY POSITIONS
Pre Post Post Student Mean %
Student Student Only All
N=92 N=92 N=119 Families
Father 14.1 14.1 14.3 14.2
Mother 21.7 20 16.8 19.5
Uncle or Aunt 0 0 0 0
Sibling 12 12 15.1 3
Father
(surrogate) 3.3 3.3 1.7 2.7
Mother
(surrogate) 2.2 2.2 2.5 2.3
Spouse 9.8 9.8 11.8 10.5
Student 34.8 34.8 35.3 35
Other 2.2 2.2 2.5 2.3
All !student groups are matched on the variable of family
position.
Age
Each member of the student’s family that filled out the
questionnaire was asked to list his age.
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TABLE XII
THE PERCENTAGE OF INDIVIDUALS IN DIFFERENT











16-23 37 37 45.4 39.5
24-35 14.1 14.1 12.6 13.6
36-45 12 12 12.6 12.2
46-55 30.4 30.4 18.5 26.4
56-65 5.4 5.4 9.2 6.7
Over 65 1.1 1.1 1.7 1.3
Student group two had more younger family members> than
student group one. 
Occupation
The procedure used in classifying rehabilitation families
according to occupational categories was used for the college 
families. This involved using a slightly modified version of 
Hollingshead's Index of Social Position explained earlier.
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TABLE XIII

















Higher Executives 0 0 0 0
Business Managers 2.2 2.2 2.5 2.3
Administrative Work 5.4 5.4 4.2 5
Clerical Work 17.4 16.3 10.9 14.9
Skilled Manual Work 6.5 6.5 8.4 7.1
Machine Operators 4.3 5.4 2.5 4
Unskilled Employees 8.7 9.8 21 16.5
Unemployed or Part- 
time Workers 22.8 22.8 21.8 22.5
Students 32.6 31.5 28.6 30.9
There were more unskilled employees in student group two 
than in student group one. This reflects the fact that many of 
the students in group two were married and living alone, thus de­
pending on no one for support.
Income
The total family income for each student family was de­
termined by the information on income they reported or by each 
families' life style as reported by the interviewer.
65
TABLE XIV
















0-50 1.1 1.1 8.4 3.5
51-125 44.6 44.6 26.1 38.4
126-226 27.2 27.6 38.7 31
227-327 12 9.8 10 10.6
328-427 3.3 5.4 5.9 4.9
428-527 12 12 0 8
Over 527 0 0 10.1 3
The distributions are not equal between student group one
and group two. There are more middle income families and high 
(over $527 weekly) income families in student group two.
General Education Level
The grade level and training level categories used for 
this table are the same as those used for rehabilitation families.
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TABLE XV

















1-6 Grade 2.2 2.2 1.7 2
7-9 Grade 8.7 8.7 6.7 8
10-12 Grade 41.3 41.3 45 42.5
Some College 43.5 43.5 57 48
College Graduate 4.3 3.3 2 3.2
Post Graduate 
Training 0 1 1 .6
Skilled Training 0 0 4 1.3
Student group two had slightly more family members with
higher educational levels than student group one.
Illness Disposition
As with the rehabilitation families, those student 
families that exhibited frequent behavior that indicated a pre­




THE PERCENTAGE OF INDIVIDUALS EXHIBITING















More thaui one person 
in family is ill 3.3 3.3 7.6 4.7
There is one person 
ill 15.4 15.4 1.7 .8
Pervasive preoccupation 
with illness 3.3 3.3 0 2.2
No unusual preoccu­
pation with illness 
in the family 78 78 90.8 82.2
More of student group one had one pe rson in the home who
was ill. Generally, there was no unusual preoccupation with ill­
ness in either group, but student group two had less family pre­
occupation with illness than student group one.
Type of Primary and Secondary Pisability
With reference to disability, less information was avail­
able on the student families than on the rehabilitation families.
As indicated on Table XVII, the groups are matched on 
type of disability. As an example of the general lack of illness 
in the student groups, one student reported that he and his young 





















Problems 2 2 0 1.3
Cardiac Problems 1 1 0 .6
General Debility 4 4 3 3.6
Mental Illness 0 0 1 .3
Mental
Retardation 0 0 0 0
Other 1 1 8 3.3




Problems 0 0 1 .3
Cardiac Problems 1 1 0 .6
General Debility 0 0 0 0
Mental Illness 0 0 0 0
Mental
Retardation 0 0 0 0
Other 0 0 0 0
None 99 99 99 99
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Family Religion
As can be determined from the following table, there were 
more Catholics in the student sample than Protestants. The groups 
were matched on the religious variable.
TABLE XVIII
THE PERCENTAGE OF INDIVIDUALS IN DIFFERENT 
RELIGIOUS CATEGORIES
Post Mean
Family Pre Post Student %
Religion Student Student Only All
N=92 N=92 N=119 Families
Protestant 22.8 22.8 34.5 26.7
Catholic 67.4 67.4 63 65.9
Jewish 0 0 0 0
Other 9.8 9.8 2.5 7.3
There were more Protestants in student group two and less 
"other" religions than in student group one. "Other" religions 
were those that claimed no religious faith.
Number of Family Members
As with the rehabilitation families, family size denotes 
the total number of people living in the home, not just the in­





OF FAMILIES HAVING 
FAMILY MEMBERS
TWO
Number of Post Student Mean %
Members in Pre Student Post Student Only All
the Family N=92 N=92 N=119 Families
Two 8.8 8.8 23.5 13.7
Three 31.9 31.9 26.1 29.9
Four 34.1 34.1 31.1 33.1
Five 20.9 20.9 6.7 16.1
Six 4.4 4.4 9.2 6
Seven 0 0 0 0
Eight 0 0 3.4 1.1
Nine and Over 0 0 0 0
Student group two had smaller families them student group 
one. The groups are not matched on family size.
General Differences Between Student 
Group One and Group Two
Student groups one and two differed on six of the nine 
Family Characteristic Variables:
1. There were more younger members in student 
group two •
2. There were more unskilled employees in student 
group two.
3. Incomes were higher in student group two.
4. Family members had attained higher educa­
tional levels in student group two.
5. Although there was usually no illness in 
either group, student group one had one 
family member ill; whereas, student group 
two had more than one person ill.
6. There were more Protestants in student 
group one.
7. There were more family members in student 
group one.
It is difficult to explain the variations in the two 
groups. During the data gathering period, the differences between 
the two groups was evident. From observation, it is the author's 
opinion that student group one is more typical of the families of 
students that attend Delgado Junior College. There is a trend 
toward younger people attending the college as many of the trades 
require more formal education. This is replacing an older group 
of students taking trade courses that were being retrained. The 
age and educational factors are probably affecting occupation 
which in turn affects income. Generally, the younger, better 
educated students are obtaining more skilled employment while at­
tending school whereas the older students with less formal educa­
tion were unemployed while being retrained.
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A Comparison of the Rehabilitation 
and College Families on the 
Family Characteristic Variables
As can be noted from the previous discussion, there are 
some differences within the rehabilitation and college groups.
The purpose of this section is to compare these two groups on the 
Family Characteristic Variables.
On these variables, there was some difference between the 
two groups. The following is a discussion of these variations on 
each of the Family Characteristic Variables with the comparisons 
being made between the mean percentage of the two rehabilitation 
and college groups.
Family Position
There are more siblings in the rehabilitation families 
than in the college families.
As expected, the age of the parents of the college stu­
dents was older. The students were older than the rehabilitation 
clients, thus their parents are older. Also, a large number of 
the college families were made up of the college student and 




A COMPARISON OF REHABILITATION AND COLLEGE
FAMILIES ON FAMILY POSITION
Mean %
Family Mean % Rehabilitation
Position College Families Families
Father 14.2 11.3
Mother 19.5 21.5
Uncle or Aunt 0 .6
Sibling or Children 13 21.4
Father (surrogate) 2.7 3.2
Mother (surrogate) 2.3 2.3
Spouse 3.5 6.1
Client or Student 35 32.7
Other 2.3 .8
Age
When the family mean ages are compared, there are more 
36-45 year olds in the rehabilitation families and more 46-55 year 
olds in the college families.
The lower age for acceptance into the rehabilitation 
center accounts for this discrepancy. Since many of the clients 
that attend the rehabilitation center are 16, their parents would 
probably be younger. This observation is further supported by the 
larger number of individuals from the rehabilitation families in
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the 16-23 year old category.
TABLE XXI
A COMPARISON OF REHABILITATION 
AND
COLLEGE FAMILIES ON AGE










Over 65 1.8 1.3
Occupation
The following table indicates that more family members 
were employed in the college families and that these individuals 
were usually employed in clerical work or unskilled positions.
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TABLE XXII
A COMPARISON OF REHABILITATION 
AND
COLLEGE FAMILIES ON OCCUPATION
Mean % Mean %
Occupation College Rehabilitation
Families Families
Higher Executives 0 1.6
Business Managers 2.3 1
Administrative Work 5 1.2
Clerical Work 14.9 3.2
Skilled Manual Work 7.1 3.6
Machine Operators 4 .8
Unskilled Employees 16.5 10.5
Unemployed or Part-time 
Workers 22.5 34.8
Students or Clients 30.9 44.3
Generally, college family members tended to be employed
in jobs that required some training or skill.
Income
Student family income was higher than rehabilitation 
family income. Income sources for rehabilitation families were 




A COMPARISON OF REHABILITATION
AND














Over 527 3 0
General Educational Level
Rehabilitation families had lower educational levels as
would be expected as entrance into college requires a higher level 
of education. (See Table XXIV)
Illness Disposition
More people were ill in the rehabilitation families than 
in the college families; the reason why at least one member at­
tended the rehabilitation center. (Refer to Table XXV)
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TABLE XXIV
A COMPARISON OF REHABILITATION AND




Mean % Mean % 
College Rehabilitation 
Families Families
1-6 Grade 2 12
7-9 Grade 8 31.5
10-12 Grade 42.5 46.2
Some College 48 5.1
College Graduate 3.2 3
Post Graduate Training .6 .9
Skilled Training 1.3 1.2
TABLE XXV
A COMPARISON OF REHABILITATION 












More than one person 
in family is ill 4.7 12.8
There is one person 
ill 10.8 17.5
Pervasive preoccupation 
with illness 2.2 7
No unusual preoccupation 
with illness in the 
family 82.2 62.7
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Type of Primary and Secondary Disability
Generally, there were more people ill in the rehabili­
tation families and the illness tended to be mental retardation.
TABLE XXVI
A COMPARISON OF REHABILITATION AND COLLEGE 










Orthopedic Problems 1.3 4.2
Cardiac Problems .6 5.4
General Debility 3.6 4.4
Mental Illness .3 4.4





Orthopedic Problems .3 1.4
Cardiac Problems .6 0
General Debility 0 0
Mental Illness 0 2.5




This finding was expected, as attendance at the rehabili­
tation center required the client have some type of disability. 
Family Religion
There were more Protestants than Catholics in the reha­
bilitation families and more Catholics than Protestants in the 
college families.
TABLE XXVII
A COMPARISON OF REHABILITATION 
AND
COLLEGE FAMILIES ON FAMILY RELIGION







The college families more adequately reflect the religious 
affiliation of families in the Greater New Orleans area.
Number of Family Members
The college and rehabilitation families are fairly evenly 
matched on family size.
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TABLE XXVIII
A COMPARISON OF REHABILITATION AND 
COLLEGE FAMILIES ON FAMILY SIZE
Number of Mean % Mean %
Members in College Rehabilitation








Nine and Over 0 5.7
A Discussion of the Comparison of the 
Rehabilitation and College Families on the 
Family Characteristic Variables
The ages of the rehabilitation family members tended to 
be younger. This is related to the entrance requirements for the 
rehabilitation center and the college. At the rehabilitation cen­
ter, clients can be admitted at the age of 16. Although a student 
can enter the trades division of the college at age 17, observa­
tion indicates that most students enter after high school at 
around age 18 or 19.
Income differences between the two groups are explainable
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in terms of occupation and education; ie., the college families 
had more members employed in jobs requiring some skill and 
training, thus gaining more income for their labors.
Occupation, income and education are all probably af­
fected by the illness variable, since more family members were ill 
in the rehabilitation families and particularly since the illness 
was usually mental retardation. This type of disability has more 
of a direct effect on the earning capacity of the individual.
There are some differences between the groups on all 
Family Characteristic Variables. This is a finding of this re­
search whereas observation at the campus would probably lead the 
observer to think that the college and rehabilitation groups are 
similar. One of the purposes of the rehabilitation center is to 
facilitate an easier adjustment of the client’s movement from ill­
ness into training. These variations in family characteristics 
should be considered when assisting the client in making this 
transition.
Summary
The four groups that make up the research model have been 
compared on nine Family Characteristic Variables: family position,
age, occupation, income, education, illness disposition, type of 
handicap or disability, religion and number of members in the 
family.
There were three differences between rehabilitation group
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one and two. Hie educational level of group two is lower than 
group one, both groups differed from previous research findings on 
religious composition, and there were larger families in group 
two. Previous research had found more Catholics than Protestants 
among the rehabilitation clients.
Student group one and two differed on seven Family 
Characteristic Variables:
1. There were more younger family members in 
student group two.
2. There were more unskilled employees in 
student group two.
3. Incomes were higher in student group two.
4. Family members had attained higher edu­
cational levels in student group two.
5. Student group one usually had one family 
member ill; whereas, student group two had 
more than one person ill.
6. There were more Protestants in student 
group one.
7. The families were generally larger in 
student group one.
When the student and rehabilitation groups are compared, 
rehabilitation families tend to be younger and more members were 
ill which affected their employability. College families had a 
larger income with more members employed at jobs requiring higher
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levels of skill and training.
This difference in family characteristics is a finding 
that should be useful to rehabilitation personnel in enabling 
clients to make the transition from illness to training and 
eventual employment.
CHAPTER V
FAMILY BEHAVIORAL PATTERNS BEFORE 
AND
AFTER THE REHABILITATION PROGRAM
The research design included four groups - two groups of 
rehabilitation families and two groups of college families. Re­
habilitation and college group one received pre- and post-testing 
and interviewing. The data gathered by the interviewing is re­
ported on in Chapter IV. Rehabilitation and college group two 
received post-testing and interviewing only. The testing was 
used to gather information on the variables; family role relation­
ships, communication patterns, decision-making characteristics, 
other family interactional patterns and marital strain.
Chapter IV was a comparison of these groups on the 
Family Characteristic Variables obtained from the interview guide 
and this chapter compares these same groups on the above named 
variables.
The Hypotheses to be Tested
Two instruments were used to gather information to test 
the hypotheses in this study.
The Family Relationship Questionnaire, taken by every 
member of the family over 16, provided scores on the variables; 
family communication patterns, decision-making characteristics, 
role relationships, and other interactional patterns. High scores 




In addition, the Marital Roles Inventory was taken by 
the husband and wife or parents of the student and/or client. A 
low score on this test indicated little, if any, marital strain.
The null hypotheses are:
1. Family Cohesiveness Scores as indicated by 
consensus on family role relationships, com­
munication patterns, decision-making charac­
teristics, other interactional patterns and 
marital strain will be equal between families 
who have no members receiving services at a 
rehabilitation facility (college students) 
and families with a disabled member who is 
beginning a rehabilitation program.
2. Family Cohesiveness Scores for families who 
have a disabled member who has gone through 
a rehabilitation program will be lower than 
Cohesiveness Scores of families who have no 
member receiving services at a rehabilita­
tion facility.
3. Families with a disabled member engaged in 
a rehabilitation program, will have change 
scores on Family Cohesiveness equal to 
those of families who do not have a dis­
abled member engaged in a rehabilitation 
program.
The research hypotheses are:
1. Family Cohesiveness Scores as indicated by
consensus on family role relationships, com­
munication patterns, decision-making char­
acteristics, other interactional patterns 
and marital strain will be higher for fami­
lies who have no member receiving services 
at a rehabilitation facility than for fami­
lies with a disabled member who is beginning 
a rehabilitation program.
2. Family Cohesiveness Scores for families who
have a disabled member who has gone through
a rehabilitation program will be equal to 
or greater than Cohesiveness Scores of fami-
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lies who have no member receiving services 
at a rehabilitation facility.
3. Families with a disabled member who en­
gaged in a rehabilitation program, will have 
a greater change in Cohesiveness Scores than 
families who have no member receiving ser­
vices in a rehabilitation program.
Procedure for Analysis of Data
Several comparisons between the groups are made to test 
these hypotheses.1
To test hypothesis one, the scores made by the rehabili­
tation families on the questionnaire before the client had gone 
through the rehabilitation center (rehabilitation group one) are 
compared with those scores made by the college students1 families 
(college group one) at the same period.2
To test hypothesis two, the post-scores of the college 
and rehabilitation families (the groups that also received the
-*-In order to get the scores for these comparisons, in­
dividual scores were computed into family mean scores and then 
group mean scores were calculated from the family mean scores.
For example, a rehabilitation client's pre-testing score on role 
relationships was 45. His sister, mother and father also scored 
45. Their family mean score on role relationships was 45. This 
family's mean role relationship score was then added to the other 
family mean role relationship scores of the families in their 
group and divided by the number of families in the group, thus 
getting a family group mean.
^The college student families and rehabilitation client 
families received pre-testing and interviewing in a three week 
time period. Bie college students were in the middle of the Fall 
semester of college and the rehabilitation clients were just be­
ginning their evaluation or had been in evaluation one or two 
weeks.
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pre-testing? college and rehabilitation groups one) are compared. 
To determine how much, if any, of the family change was a result 
of the pre-testing, college and rehabilitation families that re­
ceived only the post-testing (college and rehabilitation groups 
two) are compared with the post-scores of the college and reha­
bilitation families that received the pre-testing (college and 
rehabilitation group one).
The third hypothesis will be tested by utilizing change 
scores? the amount of change in each family’s score between the 
pre- and post-testing period. Rehabilitation and college group 
one's change scores will be compared.
Family Behavioral Patterns Before the 
Rehabilitation Program
Each rehabilitation client and his family in rehabilita­
tion group one received a pre-test as did each college student 
and his family in college group one.
This section compares the test results of these two 
groups on the Family Relationship Questionnaire and the Marital 
Roles Inventory before the client has gone through the rehabili­
tation program.
The hypothesis tested is hypothesis number one:
"Family Cohesiveness Scores as indicated by 
consensus on family role relationships, com­
munication patterns, decision-making charac­
teristics, other interactional patterns and 
marital strain will be higher for families 
who have no member receiving services at a 
rehabilitation facility than for families with
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a disabled member who is beginning a re­
habilitation program."
To test this hypothesis, Table XXIX compares rehabilita­
tion and college group one on the pre-testing scores of the fam­
ilies in each group.
The "t" values on all five variables are lower than 
those acceptable for significance at the .05 and .10 level. For 
example, the highest "t" value obtained was .801 on the variable 
communication patterns. The "t" value required for acceptance at 
the .05 level with N-l=63 df is 1.672. Therefore, the null hy­
pothesis of equal scores on all variables between the two groups 
is accepted. (P>.05)3
The total score on the Family Relationship Questionnaire 
which is obtained by totaling the family scores on the four vari­
ables is not reported here or in the other comparisons as there 
was no significant difference between any of the groups. (t=.05, 
P>.05) For example, the highest "t" value obtained was on post­
testing scores between rehabilitation and college group one;
"t" = .058, 63 df; "t" value required at .05 level is 1.672.
No total score was obtained on the Marital Roles Inven­
tory as this involved taking into consideration the normative data 
on which the test was developed. As the normative data for this 
test was upper middle-class Jewish families from southern
3In this table and in the following tables and com­
parisons, the .10 level of significance is reported for the 
reader's interest.
TABLE XXIX
A COMPARISON OF REHABILITATION AND COLLEGE FAMILIES 









.05 Level .10 Level
Communication Rehab. 33 30 4.40 .801 1.672 1.296
Patterns Col. 31 29.1 5.15
Role Relation­ Rehab. 33 36.9 4.54 .668 1.672 1.296
ships Col. 31 37.6 4.32
Decision- Rehab. 33 35.7 5.58 .443 1.672 1.296
Making Col. 31 36.2 4.14
Other Inter­
actional Rehab. 33 22.1 3.16 .182 1.672 1.296
Patterns Col. 31 22 3.60
Marital Rehab. 19 45.9 21.63* .03 1.678 1.300
Strain Col. 27 46.1 18.37
*The high standard deviations are a product of the scale as the calculations were made 
again taking the cases that looked atypical by their high or extremely low scores and 
the results were the same. oo
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California, this comparison did not appear to have validity.
Comments on Comparison of the Pre-Testing 
Scores of Rehabilitation and College Group One
It was expected that there would be more differences on 
the variables with the college students and their families in­
dicating a better adjustment. Through observation and specula­
tion after the research is complete, it is the author's opinion 
that the initial phase of the handicapping condition or period of 
illness had passed by the time the client reached the rehabili­
tation center. This initial phase included medical diagnosis and 
some treatment. The family behavioral expectations are relative­
ly more fixed by the time the client reaches the rehabilitation 
center than during the onset of the illness or handicapping con­
dition.
The experience at the rehabilitation center is one where 
the client is confronted with new and different demands and ex­
pectations related to job performance. During the pre-testing, 
these demands had probably not been felt by the client due to the 
short time he or she had attended the center.
Family Behavioral Patterns After 
the Rehabilitation Program
As stated earlier, the families in rehabilitation and 
college group one received a pre- and post-test. Rehabilitation 
and college group two received only the post-test. This section
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discusses and compares the four groups that received the post­
test.
Ihe first comparison made is between rehabilitation and
college group one and tests hypothesis number two:
"Family Cohesiveness Scores for families who 
have a disabled member who has gone through 
a rehabilitation program will be equal to or 
greater than Cohesiveness Scores of families 
who have no member receiving services at a 
rehabilitation facility."
As indicated on Table XXX, there are no significant dif­
ferences between rehabilitation and college group one after the 
rehabilitation experience. The research hypothesis that the dif­
ferences would be equal or greater for the rehabilitation group 
is accepted. There are, however, changes on two variables that 
approximate significance at the .10 level.
On the variable communication patterns, the difference 
in variation between the college and rehabilitation group is 
-1.226 and the "t" value required for acceptance at the .10 level 
with 63 df is 1.296, This alteration in variation is in the op­
posite direction, but does indicate that there are changes being 
made within the college families that require further analysis.
The difference in variation on the decision-making 
variable between the rehabilitation and college group also ap­
proaches significance at the .10 level. The "t" value is 1.212 
and the "t" value required at the .10 level with 63 df is 1.296.
The near significance in variations between the two 
groups on these two variables influenced the author into further
TABLE XXX
A COMPARISON OF THE REHABILITATION AND COLLEGE











.05 Level .10 Level
Communi ca t ion Rehab. 33 30.8 3.03 -1.226 1.672 1.296
Patterns Col. 31 29.7 3.74
Role Relation­ Rehab. 33 38.6 4.39 .374 1.672 1.296
ships Col. 31 38.9 3.78
Decision­ Rehab. 33 35.5 4.27 1.212 1.672 1.296
making Col. 31 36.7 3.75
Other Inter­
actional Rehab. 33 23.6 2.94 - .512 1.672 1.296
Patterns Col. 31 23.2 3.45
Marital Rehab. 19 43.5 17.32 - .392 1.678 1.299
Strain Col. 27 41.1 22.38
*Ihis is a comparison of the post scores of rehabilitation and college group o n e . 4
4The total score on the Family Relationship Questionnaire by both groups when 
compared was not significant, t = .058, P>.05. There were no significant scores between 
or within the groups on the total score for the Family Relationship Questionnaire.
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analysis of the content of the above comparison to determine the 
difference in variation of family scores within each group before 
and after the rehabilitation esqperience.
An Analysis of Changes in Variation 
Between Rehabilitation and College Group One
Within rehabilitation group one, there was a significant 
change on the variable other interactional patterns in the pre­
dicted direction after the rehabilitation experience. (See Table 
XXXI - ,,t,,=1.965 Mt" value required at .05 level with 65 df = 
1.672).
There is also a significant change at the .10 level 
(t=1.527; "tM value required with 65 df is 1.296), on the variable 
role relationships.
Whether or not the change in variation on these two 
variables is a result of the pre-testing experience is determined 
by comparing the pre-testing scores of rehabilitation group one 
with the post-testing scores of rehabilitation group two. It 
should be remembered that rehabilitation group one received both 
pre- and post-tests and rehabilitation group two, the post-tests 
only.
When this comparison is made, there is no significant 
difference on scores between pre- and post-testing on the vari­
ables other interactional patterns (t=-0.413; t required at .05 
level with 71 df=l-669) and role relationships (t=0.973; t re­
quired at .05 level with 71 df=1.669) or any of the other vari-
TABLE XXXI
A COMPARISON OF REHABILITATION FAMILIES BEFORE










.05 Level .10 Level
Communication Pre Rehab. 33 30 4.40 0.764 1.672 1.296
Patterns Post Rehab. 33 30.8 3.03
Role Relation­ Pre Rehab. 33 36.9 4.54 1.527 1.672 1.296
ships Post Rehab. 33 38.6 4.39
Decision­ Pre Rehab. 33 35.7 5.58 -0.119 1.672 1.296
making Post Rehab. 33 35.5 4.27
Other Inter­
actional Pre Rehab. 33 22.1 3.16 1.965 1.672 1.296
Patterns Post Rehab. 33 23.6 2.94
Marital Pre Rehab. 19 45.9 21,63 -0.363 1.688 1.305
Strain Post Rehab. 19 43.5 17.32
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ables. This is indicated on Table XXXII.
From the results of this comparison, it is likely that 
the changes made were a result of the pre-test assuming that both 
groups were affected by the same or similar external events.
This assumption is not unreasonable since both groups attended the 
rehabilitation center at the same time and the selection for the 
groups was done randomly.
The changes in variation made within college group one 
are significant on the variables role relationships (t=1.310; t 
required with 61 df at .10 level = 1.296) and other interactional 
patterns (t=1.362; t required at 61 df at .10 level = 1.296).
This information is indicated in Table XXXIII.
In Table XXIV, the changes in role relationships and 
other interactional patterns are still significant at the .10 
level when college group one and two are compared (role relation­
ships, t value = 1,310; t value required with 71 df at the .10 
level = 1.295 - other interactional patterns, t value = 1.342; t 
value required with 71 df at the .10 level = 1.295).
The other significant difference in variation between 
college group one pre-testing scores and college group two post­
testing scores is on the variable marital strain, opposite from 
the predicted direction (t=-2.320; t value required with 58 df at 
the .05 level = 1.672). Families in college group one experienced 
more marital strain than families in college group two.
As a result of this comparison, it is safe to assume
TABLE XXXII
A COMPARISON OF REHABILITATION GROUP ONE PRE-TESTING 




Size Mean Deviation Value .05 Level .10 Level
Communi ca tion Pre Rehab, 33 30 4.40
Patterns Post Rehab. Only 39 29.4 6.22 -0.499 1.669 1.295
Role Relation­ Pre Rehab. 33 36.9 4.54
ships Post Rehab. Only 39 38.3 7.41 0.973 1.669 1.295
Decision­ Pre Rehab. 33 35.7 5.58
making Post Rehab. Only 39 35.8 7.63 0.101 1.669 1.295
Other Inter­
actional Pre Rehab. 33 22.1 3.16
Patterns Post Rehab. Only 39 21.7 4.56 -0.413 1.669 1.295
Marital Pre Rehab. 19 45.9 21.63
Strain Post Rehab. Only 29 42.4 22.26 -0.525 1.679 1.301
TABLE XXXIII
A COMPARISON OF COLLEGE FAMILIES BEFORE AND AFTER 








.05 Level .10 Level
Communication Pre Col. 31 29.1 5.15 0.547 1.671 1.296
Patterns Post Col. 31 29.7 3.74
Role Relation­ Pre Col. 31 37.6 4.32 1.310 1.671 1.296
ships Post Col. 31 38.9 3.96
Decision­ Pre Col. 31 36.2 4.14 0,525 1.671 1.296
making Post Col. 31 36.7 3.75
Other Inter­
actional Pre Col. 31 22.0 3.60 1.362 1.671 1.296
Patterns Post Col. 31 23.2 3.45
Marital Pre Col. 27 46.1 18.35 -0.880 1.676 1.299
Strain Post Col. 27 41.1 22.38
TABLE XXXIV
A COMPARISON OF COLLEGE GROUP ONE PRE-TESTING SCORES WITH










.05 Level .10 Level
Communication Pre Col. 31 29.1 5.15 0.412 1.669 1.295
Patterns Post College Only 41 29.5 4.63
Role Relation­ Pre Col. 31 37.6 4.32 1.310 1.669 1.295
ships Post College Only 41 38.9 3.96
Decision­ Pre Col. 31 36.2 4.14 -1.102 1.669 1.295
making Post College Only 41 35.1 4.20
Other Inter­ ■
actional Pre Col. 31 22.0 3.60 1.342 1.669 1.295
Patterns Post College Only 41 23.0 2.80
Marital Pre Col. 27 46.1 18.37 -2.320 1.672 1.297
Strain Post College Only 32 34.0 20.44
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that the changes made in college group one on the variables role 
relationships and other interactional patterns are not influenced 
significantly by the pre-testing experience. This assumption in­
volves a further assumption that all external events are affecting 
the groups in a s-uailar manner. This assumption is not unreason­
able since selection of the groups was done randomly and the time 
period was the same.
A Discussion of Findings Related to Hypothesis Two:
Hypothesis two of equal Cohesiveness Scores between the 
rehabilitation and college groups after the eight week rehabili­
tation experience is accepted. However, this finding is ques­
tionable as there was no significant difference between the two 
groups on the before scores which led to the rejection of hy­
pothesis one. Near significant "tM scores on the variables com­
munication patterns and decision-making characteristics indicated 
that some change might be taking place within each group between 
the pre- and post-testing period.
Analysis carried out within the rehabilitation group in­
dicated that there was significant change within rehabilitation 
group one on the variables other interactional patterns at the 
.05 level and on role relationships at the .10 level. This sig­
nificance was attributed to the testing affect when the pre-scores 
of rehabilitation group one are compared to the post-scores of 
rehabilitation group two.
Within college group one, there was significant change
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on the two variables at the .10 level and it was not attributable 
to the testing affect, This change might be attributed to two 
factors. First, the younger college students were married with 
both partners going to school, usually taking courses together. 
Second, college education may broaden the outlook of some of the 
students causing them to see their parents in a different way. 
These two factors might account for more family cohesion.
Although the change on the variables role relationship 
and other interactional patterns is not significant for this re­
search, there was more variation on these than the other variables 
and what this indicates is worth noting.
As can be determined from Appendix A, the variable role 
relationships deals with the following questions:
1. Teaching the children how to behave, like teaching 
them table manners or what to do or say with the opposite sex, is 
left up to either the father or the mother and the same person 
takes care of this.
2. When there are things to be done about the children 
like taking them to school or helping them to get dressed or an­
swering their questions about something, it is about as likely 
for any one person to take care of this as for someone to be as­
signed to it.
3. In carrying out our domestic duties about the house 
like making beds, washing dishes, washing and ironing, putting 
out the garbage, keeping up the lawn the family tends to help each 
other and does not concern itself whether a particular job belongs 
to one person or another.
4. In our family each tries to do more than his share 
of things that have to be done around the home like cleaning up, 
mowing the lawn, washing the car, etc.
5. For some of the jobs around the house like doing the 
evening dishes or car where everyone could help, we often take 
turns.
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6. In doing such things like cleaning the house, washing 
the dishes, doing the laundry, mowing the lawn, keeping up the car 
and so forth, each family member has his own job and other family 
members do not take over somebody else's job.
7. For recreation we tend to stay at home and do things 
together like watch TV, play cards, talking or reading rather than 
go out and do things separately like one bowling and others going 
to the movies, visiting with friends and so forth.
8. In our spare time activities inside the home our 
family tends to do things together whether it is playing cards, 
watching TV, talking to each other, reading and so forth.
9. In recreational activities that take place outside 
the home our family members have different interests and will be 
found doing different things.
10. In recreational activity outside the home our family 
has quite different interests. Each family member tends to fol­
low his or her own kind of recreation.
11. All members of the family attend the same church.
12. There are differences of opinion in the family re­
garding whether financial success, good health, getting along with 
each other, having friends or something else is the most important 
thing in life.
13. If someone in the family needs to find a job, every­
one tries to help as much as they can since we think this kind of
thing affects the whole family.
14- Keeping the household records and paying the bills is
done by either the mother or by the father and they do not ex­
change this task with each other,
15. The family funds are divided up so that each person 
has an allowance and no person lends or gives some of his to an­
other.
16. Our family takes part in community affairs like PTA 
meetings, church fairs or suppers, political campaign speeches 
and so on by going to it as a family and one person does not go 
without the others.
The variable, other interactional patterns, deals with 
the following items:
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1. When it comes to supervising the children's homework, 
nobody in the family really does this but each is allowed to work 
on his own and seek help from whomever he wishes or do without 
help.
2. If anything needs repair or fixing at our house like 
drapes or slip covers, or sticking windows or squeaking doors, we
call in someone else rather than fixing it ourselves.
3. Each member of our family feels almost the same about 
civil rights and civil legislation.
4. There is a difference of opinion in the family about 
"what we want for our children".
5. In elections the voting members of this family are 
likely to vote for the same candidate or for the same laws.
6. The kind of things that we want for our family like 
a modern home and furniture are like what other families want.
7. There is no real plan for deciding how to budget our 
income. We buy food first, pay bills and then what is left some­
times goes for one thing and sometimes for another.
8. There is little understanding of the feelings of one
family member by other family members in our family.
9. Having a person with a disability in our family has 
tended to make the family feel closer together.
The changes in the role relationship variable indicates 
that families in both the rehabilitation and college groups made 
changes in the way various role activities were performed within 
and outside the family. The interactional patterns variable is 
used to test for closeness in role relationships and a change in 
the role relationships variable along with a change on this vari­
able indicates that there is more cohesiveness in the family 
group.̂
^Thames, op. cit. p. 83.
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A Comparison of Change Scores of the 
Rehabilitation and College Families
Hypothesis three states that:
"Families with a disabled member who engaged 
in a rehabilitation program, will have a 
greater change in Cohesiveness Scores than 
families who have no member receiving ser­
vices in a rehabilitation program."
This comparison involves examining the amount of change 
(change scores) in each family's score between the pre- and post­
testing period in rehabilitation and college group one.
The change score is computed by subtracting each in­
dividual family member's pre-test score from his post-test score 
on the Family Relationship Questionnaire and the Marital Roles 
Inventory. The procedure of obtaining a group mean was the same 
as in the previous comparisons, ie., adding the individual scores 
in each family, dividing by the number of family members that 
took the test to obtain a family mean, then adding these family 
means and dividing by the number of families in the sample to get 
the group mean.
Table XXXV compares the change scores made by families in 
rehabilitation group one and college group one. Research hypoth­
esis number three is rejected. The highest "t" score is on the 
variable decision-making; t=0.529. The required "t" value at the 
.05 level with 72 df is 1.670. This is logical as both groups 
were not significantly different on the five variables at the 
beginning or end of the research project as indicated by com-
TABLE XXXV
A COMPARISON OF CHANGE SCORES BETWEEN 










.05 Level .10 Level
Communication Rehab. 33 0.7 4.48 -0.068 1.670 1.296
Patterns Col. 31 0-6 5.39
Role Relation­ Rehab. 33 1.7 4.93 -0.294 1.670 1.296
ships Col. 31 1.3 4.78
Decision- Rehab. 33 -0.1 5.92 0.529 1.670 1.296
Making Col. 31 0.5 4.01
Other Inter­
actional Rehab. 33 1.5 3.58 -0.322 1.670 1.296
Patterns Col. 31 1.2 2.67
Marital Rehab. 19 -2.4 29.06 -0.365 1.300 1.681
Strain Col. 27 -5.0 18.69
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parisons made in testing hypotheses one and two.
Summary
This chapter compared the four groups utilized in the 
research model before and after an eight week interval on the 
variables family role relationships, communication patterns, 
decision-making characteristics, other family interactional pat­
terns and marital strain.
There was no significant difference on the five variables 
between the rehabilitation and college groups before the eight 
week interval indicating that rehabilitation families are func­
tioning on a level that is comparable to families who do not have 
a member going through a rehabilitation center.
At the end of an eight week interval, both groups were 
not significantly different on any of the five variables. There 
were, however, significant changes within the rehabilitation and 
college groups on the variables role relationships and other 
interactional patterns. These changes were attributed to the 
testing affect in the rehabilitation group.
A comparison of change scores between rehabilitation and 
college group one indicated no significant difference between the 
two groups.
Chapter VI discusses the findings of this research and 
appraises the methodology used to arrive at the results.
CHAPTER VI
r
SUMMARY, CONCLUSIONS AND IMPLICATIONS 
Study Setting and Approach
This has been a comparative study between rehabilitation 
and college families aimed at determining the differences and 
similarities between these two groups and the effects of a re­
habilitation evaluation on the family. The research was stimu­
lated by a desire to know more about the changes that take place 
in family activity as a result of a rehabilitation experience and 
to measure the often hypothesized belief that there is a constant 
state of change that takes place within family structures that is 
even more pronounced in families that have an ill or handicapped 
member.
The setting for the study was the comprehensive Delgado 
Junior College in New Orleans, Louisiana, with its nationally 
known rehabilitation center. For a four month period, 219 fam­
ilies, which included 103 rehabilitation families and 116 college 
families, were interviewed. Analysis of data was carried out on 
70 rehabilitation families and 71 college families who completed 
the questionnaire and interviews. Approximately one-half of the 
families in each group were administered a pre- and post-test 
questionnaire and the other half of both groups received only the 
post-testing. The rehabilitation group proceeded through an 
eight week rehabilitation evaluation and the college group went
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through eight weeks of college training. All groups were then 
tested or retested to determine if the rehabilitation group had 
changed in a manner significantly different from the college 
group. The design utilized provided a four-group model that was 
useful in yielding comparative figures descriptive of the effect 
of the pre-testing procedure.
The basic assumptions were that a dependency factor re­
lated to illness alters the ill person’s role relationships, de­
cision-making characteristics, communication patterns, other 
interactional patterns and marital strain, and that this alter­
ation is commensurable. The research objective was to determine 
differences between the rehabilitation and college families on 
certain Family Characteristic Variables and to test hypotheses 
related to change on the five variables listed above.
The study utilized role theory as a framework for ana­
lyzing changes in the sick role as it affects other members of 
the family who are not sick. This framework explains family be­
havior in terms of clusters of normative behavioral requirements 
for the roles that make up the status positions in the family.
The behavior of the family member is the indice of the role re­
quirement for his or her position in the family. Ihe ill or 
handicapped person, by his inability to carry out the normative 
role requirements for his status position, changes his or her 
patterns of role relationships. The reciprocal nature of the role 
relationships is the inovative change agent within the family
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unit. This change brings on stresses and tensions that are mani­
fest in family disorganization.
The general hypothesis of the study was that rehabilita­
tion families with an ill or handicapped member experience more 
change in family patterns of role performance them families who 
did not have a disabled member attending a rehabilitation center.
Limitations of the Study
This study had several limitations that are important 
for those that might wish to duplicate the design or findings in 
other similar settings.
The four-group model is difficult to use unless the re­
searcher has sufficient funds to employ and train an adequate 
number of interviewers whose duties would include locating and 
maintaining current addresses on families in the sample. Con­
siderable difficulty was encountered in keeping within the eight 
week time interval between the pre- and post-test groups. This 
difficulty with the accompanying tension for the researcher can be 
avoided with the proper funding.
The second difficulty encountered arose from the instru­
ments used to gather data on the family cohesiveness scores; ie., 
the Marital Roles Inventory and the Family Relationship Question­
naire. The normative group for the Marital Roles Inventory was 
known by the author to be different from the research sample on 
racial, socioeconomic, and intelligence characteristics before it
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was used. It was thought, however, that this difficulty could be 
overcome by the interviewers assisting the couples in filling out 
the questionnaire. This proved to be helpful, but took consider­
able time. The interviewers generally felt this questionnaire 
would be better suited for marriage counselors interested in 
locating problem areas in marital relationships. In research, its 
usefulness would be better suited for an indepth descriptive 
analysis of couple relationships.
Ihe other instrument used, the Family Relationship Ques­
tionnaire, was better suited for this type of sample. The amount 
of time required to complete it, about 30 minutes for each per­
son, was the primary difficulty. This difficulty could be mini­
mized with more interviewers.
Still smother difficulty was that some of the families 
did not have children and a number of items related to children. 
This could be avoided by using matched pairs, but this would have 
required more funds to hire interviewers since this model requires 
a large number of interviews to be completed in a short period of 
time.
There were also complaints from the families in the sam­
ple that the items on both questionnaires were too personal.
These complaints were few and most came from rehabilitation fam­
ilies who were suspicious of social agency questionnaires.
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Findings of the Study
The characteristics of the rehabilitation and college 
families are different on a number of variables.
The role theory used as a basis for this study indicates 
that families are made up of status positions for a mother, father 
and several children. A number of families in this study had 
positions for father and mother or father and mother surrogate 
that were not occupied. This indicates that family functions may 
be identified without all positions being occupied. Ihe useful­
ness of role theory is highlighted by this finding in that family 
structure is present when interaction is not evident or is dif­
ficult to observe. Legality of marriage doesn't make the family 
functional.
More of these families were in the rehabilitation group. 
The reason for this is probably that Delgado Junior College is a 
community college that is serving students who wish to remain at 
home while attending school and the rehabilitation center has a 
more regional orientation requiring many clients to live in dor­
mitories or boarding houses. Also, one interviewer reported a 
family hiding a father surrogate as they were receiving income 
from welfare and social security that would be dropped if a man 
was found in the home. This suggests that further research might 
be centered around under stain ding more about the dynamics that 
living in a broken home has on the client’s progress at the re­
habilitation center.
Ill
As would be expected, a larger percentage of the rehabil­
itation families had an ill member with the primary disabilities 
being mental retardation and mental illness in that order. Mental 
disability limits to a great degree the type of education a person 
can attain and the type of job he can perform, which will affect 
family income. From the writer’s experience in placing rehabili­
tation clients with this type of disability on jobs, it was found 
they were usually limited to janitorial work, farm hand labor, 
housework, restaurant kitchen work, etc. The college families 
had obtained better jobs, higher educational levels and usually 
had higher incomes.
Although the families of both groups were fairly evenly 
matched on the Family Characteristic Variables, it was evident to 
the interviewers that more mental depression was observable in the 
rehabilitation families. Ihey did not appear to enjoy what they 
had and very seldom mentioned any plans for the future. They made 
frequent comments that indicated they were preoccupied with 
’’solving problems”.
These findings are useful to rehabilitation workers 
active in developing vocational training plans for the disabled. 
More attention should be given to the affect the difference might 
have on the client who is going to school with students that are 
different from him or her. Adequate financial and medical plan­
ning to meet these deficiencies is a must if a client is to 
finish a training program after completion of a rehabilitation
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program at the center.
At the beginning of the research project, it was expected 
that there would be lower scores on the variables role relation­
ships, communication patterns, decision-making characteristics, 
other interactional patterns, and higher scores on marital strain 
for the rehabilitation families. It was also felt that the col­
lege and rehabilitation groups would be similar in their socio­
economic makeup. The rehabilitation group was expected to be more 
depressed, and they were. This would indicate that the college 
families were better adjusted at the beginning of the research. 
This was not true as there was no significant difference between 
the two groups. The reason for this lack of difference might be 
that the initial phase of the handicapping condition, or period of 
illness, had passed by the time the client reached the rehabili­
tation center. This initial phase included medical diagnosis and 
some treatment. The behavioral expectations between the client 
and his family are relatively more fixed by the time the client 
reaches the rehabilitation center than during the onset of the 
illness or handicapping condition. The experience at the rehabil­
itation center is one where the client is confronted with new and 
different demands and expectations related to job performance. 
During pre-testing, these demands had not been felt by the client 
due to the short time he or she was at the center.
After the eight week interval, the rehabilitation and 
college families were not significantly different on the Family
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Characteristic Variables; ie., role relationships, communication 
patterns, decision-making characteristics, other interactional 
patterns and marital strain.
The rehabilitation and college groups were not signifi­
cantly different when change scores were compared. This was ex­
pected since the first comparisons were also not significantly 
different.
Conclusions and Implications
The results of this study show that the difference be­
tween rehabilitation families and college families is minimal. 
There are variations in socioeconomic characteristics that are 
probably attributable to illness and/or disability.
There is, however, a positive change in the direction of 
more adequate family relationships in the college families, but 
the cause of this change is not within the scope of this research. 
College attendance can often be a stressful situation, as well as 
a normal growth experience. Those interested in studying family 
change as a result of one member attending college might use this 
research as a model. The changes made by the rehabilitation fam­
ilies, although not significant, indicate that the evaluation 
procedures at the rehabilitation center includes elements that 
enhance some positive family change.
The important implication for those involved in rehabili­
tation work is that since there is change taking place in rehabil­
itation families, efforts can be made to have the families make
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alterations that assist the clients in becoming more productive 
in their social and vocational endeavors. It also indicates that 
rehabilitation workers should include ’’work with families” as part 
of their program so that changes families make can be directed 
toward the rehabilitation goal.
Finally, sociological knowledge about family structure 
and family change has relevance for rehabilitation agents, par­
ticularly those working in rehabilitation facilities. Their 
clients are different socioeconomically and this difference should 
be minimized through adequate planning. Although ideal-type fam­
ily arrangements were not found in all cases, most of the reha­
bilitation clients had a small primary group that acted as a 
nuclear family. This study shows that the role theory approach 
to the study of family structure and family change can be uti­
lized in a rehabilitation setting. It is hoped that this study 
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This questionnaire has been developed from a number of 
studies that were aimed at measuring role relationships, family 
solidarity, decision-making, communication patterns, and other 
kinds of family interaction. It has been designed so that it can 
be completed without assistance by a husband and/or wife and in­
dependently of each other if desirable. Experience has shown that 
on the average it requires about 30 minutes for completion. The 
pattern of possible responses to each item, almost always, often, 
once in a while, and almost never, puts responses on a continuum 
and permits assignment of a numerical score to each item.
The wording of items has been deliberately planned so 
that for some items the response "almost always" and for other 
items the response "almost never" respectively represent maximum 
family solidarity and interdependent role relationships, decision­
making, and communication patterns. This plan was adapted to re­
duce the likelihood of "halo effect" from item to item and any 
consequence invalidation of a response set because a respondent 
had tended to check the same categories for each item.
On items where "almost always" represents maximum family 
solidarity, the scoring would be as follows: "almost always" =
4; "often" = 3; "once in a while" = 2; "almost never" = 1. A zero 
will be assigned to items which are left blank or which are in­
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advertently checked with more than one response. The twenty-one 
items of this type include numbers 1, 4, 5, 8, 9, 12, 15, 16, 22, 
23, 27, 28, 29, 30, 37, 38, 40, 41, 45, 46, and 48.
Items where "almost never" represents maximum family 
solidarity will be scored as follows: "almost never" = 4; "once
in a while" = 3; "often" = 2; "almost always" = 1 .  A zero will 
again be assigned to items left blank or where the respondent 
checks two or more categories. The 29 items of this second type 
include items 2, 3, 6, 7, 10, 11, 13, 14, 17, 18, 19, 20, 21, 24, 
25, 26, 31, 32, 33, 34, 35, 36, 39, 42, 43, 44, 47, 49, and 50.
This scoring system assumes an interval appearing scale 
between each of the four scale points, an assumption which appears 
justified in view of the usual differences that have been found 
empirically to be given these adjectives on scales measuring the 
adjective's discrimination alone.
The scoring of the overall scale fits the conceptualiza­
tion described below and a score may be obtained for family 
solidarity as a generalized concept by adding the scores on all 
items. A subscore for each of the concepts, role relationships, 
decision-making, communication patterns, and other interaction 
may be obtained respectively by adding the scores on selected 
items as indicated for each conceptualization.
Each conceptualization, role relationships, decision­
making, and so forth makes use of six behavioral areas in which 
to get responses. These are: child rearing, household tasks,
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recreational activity, expressed values, economic activities and 
unspecified and general behavior. Thus item number 1, for exam­
ple alleges to measure role relationships through behavior in rec­
reational activities, while item number 2 measures role relation­
ships through child rearing patterns. Item number 3 measures 
decision-making through recreational activities while item number 
4 measures role relationship through economic activities. The 
conceptualization scheme for each item and the behavioral areas 


































































In a few instances such as with regard to items 25 and 
31, the questionnaire deliberately repeats the content of items at
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other places in the questionnaire. This will be used as one 
method of testing internal consistency but internal consistency 
will also be determined by split-half correlation on odd num­
bered and even numbered items.
The conceptualizations above are recognized as being 
somewhat subjective at this point in the development of this in­
strument and the design of this research. However, after empir­
ical data is available on responses of family members, inter­
correlations of responses to each item which respond to every 
other item will be computed as a method of validating this con­
ceptualization. Modifications will be made on the basis of this 
analysis. In this validation of items it is assumed that items 
which tend to measure the same concept will be more intercorre­
lated with each other than items which measure different concepts.
Indebtedness for these ideas from which this question­
naire was conceptualized is acknowledged to many persons. Writers 
whose ideas in particular have provided specific as well as 
general stimulation include the following:
1. Lawrence Podell, Occupational and Family Role 
Expectations, "Marriage and the Family", Vol.
29, No. 3, August, 1967.
2. Clark Swain, "Responses of Family Life Pro­
fessions and Students to Family Success Indices", 
Journal of Marriage and Family Relationships,
1967, Vol. 29, No. 4, pp. 726-729.
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3. Eugene Wilkening and Lakshmi K. Bharadwaj, 
’’Dimensions of Aspirations, Work Roles and 
Decision Making of Farm Husbands and Wives
in Wisconsin", Journal of Marriage and Family, 
Vol. 29, No. 4, pp. 703-711.
4. Sally Kotlar, "Role Theory in Marriage Coun­
selling", Sociology and Social Research 1967, 
Vol. 52, No. 1, pp. 50-62.
5. Marsh, C. Paulj Dolan, R. et. al., "Anomie and 
Communication Behavior", Rural Sociology 1967, 




Each of the sentences below could be true about your 
family almost always, often, once in a while or almost never.
Tell how it applies to your family by putting a "|/" in 
the blank before the word or words that best describes how the 
sentence fits your family. The example below shows how one 
family replied to a question about TV use to show what happened 
"often" in their family.
Example: The question what television program we should watch is
usually decided by the children rather than by a family confer­
ence.
 almost always, \J often,  once in a while,  almost never.
(If the questions below mention children and you have only one 
child, read it as though it was about your one child. If there is 
no father or mother read the sentence to mean the person who acts 
as father or mother.)
1. For recreation we tend to stay at home and do things together 
like watch TV, play cards, talking or reading rather than go out 
and do things separately like one bowling and others going to the
movies, visiting with friends and so forth.
 almost always,  often,  once in a while,  almost never.
2. Teaching the children how to behave, like teaching them table 
manners or what to do or say with the opposite sex, is left up to 
either the father or the mother and the same person takes care of 
this.
 almost always,  often,  once in a while,  almost never.
3. The question of what our family does with its spare time as a 
family does not have to be answered, each person decides what he 
wants to do and does it without bothering with the others.
 almost always,  often,  once in a while,  almost never.
4. If someone in the family needs to find a job, everyone trys to
help as much as they can since we think this kind of thing affects
the whole family.
almost always, of ten,  once in a while,  almost never.
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5. It is permissible for the children to say what they feel is 
important for the family. They can disagree with adults about 
what is important if they wish.
almost always,  often,  once in a while,  almost never.
6. The assignment of jobs in our family, like housecleaning or 
keeping up the car, are decided by the father.
 almost always,  often,  once in a while,  almost never.
7. The father in our family is the one who suggests family re­
creational activities and the rest of the family accepts them.
 almost always,  often,  once in a while,  almost never.
8. In making decisions, our family is more likely to think about 
whether a decision is right or wrong than what will happen if 
it's made.
 almost always,  often,  once in a while,  almost never.
9. Each member of our family feels almost the same about civil 
rights and civil rights legislation.
 almost always,  often,  once in a while,  almost never.
10. Keeping the household records and paying the bills is done by 
either the mother or by the father and they do not exchange this 
task with each other.
 almost always,  often,  once in a while,  almost never.
11. There is no real plan for deciding how to budget our income. 
We buy food first, pay bills and then what is left sometimes goes 
for one thing and sometimes for another.
 almost always,  often,  once in a while,  almost never.
12. To make decisions in our family about who must do little jobs 
about the house that come up, we have a family meeting and then 
assign the job.
 almost always,  often,  once in a while,  almost never.
13. There is a difference of opinion in the family about "what we 
want for our children".
 almost always,  often,  once in a while,  almost never.
130
14. The question of what are standards for good manners for the 
children or how often they should go to church is settled by 
whomever the children ask or left up to them.
 almost always,  often,  once in a while,  almost never.
15. All members of the family attend the same church.
 almost always,  often,  once in a while,  almost never.
16. Our family feels free to express their feelings to each other. 
We believe in "letting off steam" whenever we want.
 almost always,  often,  once in a while,  almost never.
17. Decisions when persons will be invited to visit our home and 
who will be invited are made by each member independently and each 
invites whom he wants when he wants without consulting with 
others.
almost always,  often,  once in a while,  almost never.
18. In making decisions our family tends to be influenced more by 
what friends and relatives think than by members of the immediate 
family.
 almost always,  often,  once in a while,  almost never.
19. Decisions about important economic matters such as whether the 
wife should take a job or whether a major piece of household 
equipment should be bought or a new car purchased are made by the 
man of the house and there is little discussion among family mem­
bers.
almost always,  often,  once in a while,  almost never.
20. Discussions of who should do various household tasks like 
keeping the house straight or the grounds looking nice are likely 
to result in an argument.
 almost always,  often,  once in a while,  almost never.
21. The decision regarding what is important for our family is 
made by the father.
 almost always,  often,  once in a while,  almost never.
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22. In our spare time activities inside the home our family tends 
to do things together whether it is playing cards, watching TV, 
talking to each other, reading and so forth.
 almost always,  often,  once in a while,  almost never.
23. When we have to pay more bills than we have money for, the 
husband and wife together in our family discuss this to decide 
what to do instead of one making the decision.
 almost always,  often,  once in a while,  almost never.
24. Our child or children seem to be more willing to talk about 
his or their problems with each other and with friends than with 
their parents.
 almost always,  often,  once in a while,  almost never.
25. In recreational activities that take place outside the home 
our family members have different interests and will be found 
doing different things.
 almost always,  often,  once in a while,  almost never.
26. Questions about family finances are never discussed in our 
family because this kind of thing isn't encouraged.
 almost always,  often,  once in a while,  almost never.
27. Problems that happen on the gob of working members of our 
family are shared with other members of the family who do not 
work.
 almost always,  often,  once in a while,  almost never.
28. In carrying out domestic duties about the house like making 
beds, washing dishes, washing and ironing, putting out the gar­
bage, keeping up the lawn the family tends to help each other and 
does not concern itself whether a particular job belongs to one 
person or another.
 jalmost always,  often,  once in a while,  almost never.
29. Our family takes part in community affairs like PTA meetings, 
church fairs or suppers, political campaign speeches and so on by 
going to it as a family and one person does not go without the 
others.
 almost always,  often,  once in a while, almost never.
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30. The children tend to talk to the mother or father about as 
much as they talk to each other about what they do with their 
spare time.
 almost always,  often,  once in a while,  almost never.
31. In recreational activity outside the home our family has quite 
different interests. Each family member tends to follow his or 
her own kind of recreation.
almost always,  often,  once in a while,  almost never.
32. In our family we act like it is more important for each mem­
ber to try to solve his own problems than to discuss it or bring 
it to other members of the family.
 almost always,  often,  once in a while,  almost never.
33. If anything needs repair or fixing at our house like drapes 
or slip covers, or sticking windows or squeaking doors we call in 
someone else rather than fixing it ourselves.
 almost always,  often,  once in a while,  almost never.
34. The family funds are divided up so that each person has an 
allowance and no person lends or gives some of his to another.
 almost always,  often,  once in a while,  almost never.
35. When it comes to supervising the children1s homework, nobody 
in the family really does this but each is allowed to work on his 
own and seek help from whomever he wishes or do without help.
 almost always,  often,  once in a while,  almost never.
36. When the family is faced with the need to have more income 
coming into the home this is something the father decides how to 
get, as it is considered his responsibility and not the rest of 
the family.
 almost always,  often,  once in a while, almost never.
37. The tasks in the home that our children are responsible for 
are decided on in.a family conference.
 almost always,  often,  once in a while,  almost never.
38. In elections the voting members of this family are likely to 
vote for the same candidate or for the same laws.
 almost always,  often,  once in a while,  almost never.
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39. The question of who must do unpleasant jobs in the home like 
taking out the garbage, washing dishes, etc., can be a source of 
argument because there is no special agreement on who does them.
 almost always,  often,  once in a while,  almost never.
40. When there are things to be done about the children like 
taking them to school or helping them to get dressed or answering 
their questions about something, it is about as likely for any 
one person to take care of this as for someone to be assigned to 
it.
almost always,  often,  once in a while,  almost never.
41. In our family each tries to do more than his share of things 
that have to be done around the home like cleaning up, mowing the 
lawn, washing the car, etc.
 almost always,  often,  once in a while,  almost never.
42. There is little understanding of the feelings of one family 
member by other family members in our family.
 almost always,  often,  once in a while,  almost never.
43. When the family has to make decisions about one of the chil­
dren like whether he should be allowed to go to dances or par­
ticipate in a school activity, the decision is made by whichever 
person first hears about it and there is no consideration of a 
discussion among family members.
 almost always,  often, once in a while,  almost never.
44. Decisions about what friends our children should have are 
made by each of the children independently of parents,
 almost always,  often,  once in a while,  almost never.
45. For some of the jobs around the house like doing the evening 
dishes or cleaning the car where everyone could help we often 
take turns.
 almost always,  often,  once in a while,  almost never.
46. The kind of things that we want for our family like a modem 
home and furniture are like what other families want.
 almost always,  often,  once in a while,  almost never.
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47. Some kinds of the children’s questions are more likely to be 
asked of the father while others would more likely be asked of 
the mother. The mother and father don't exchange places about 
answering these questions.
almost always,  often,  once in a while,  almost never.
48. Having a person with a disability in our family has tended to 
make the family feel closer together.
 almost always,  often,  once in a while,  almost never.
49. In doing such things like cleaning the house, washing the 
dishes, doing the laundry, mowing the lawn, keeping up the car 
and so forth each family member has his own job and other family 
members do not take over somebody else's job.
almost always,  often,  once in a while,  almost never.
50. There are differences of opinion in the family regarding 
whether financial success, good health, getting along with each 
other, having friends or something else is the most important 
thing in life.




This serves as a guide for information to be gathered on 
family members prior to their filling out the questionnaires.
Some of the information is quite personal and the interviewer 
should use his judgment in answering those questions the family 
members do not answer. The emphasis of the interview is on 
developing a rapport so that information flows freely. Write this 
information up in a freehand form for each family folder.
1. The relationships of people in the family 
filling out the questionnaire.
2. Ages of people filling out the question­
naire.
3. Occupation of family members.
4. Family Income
5. Educational level of all family members.
6. Describe any and all illnesses in the 
family; emphasize recurrence of illness.
7. Individual and family religion.
8. Number of family members.
These are the basic items on which information is needed. 
Please add any other information you feel is pertinent to under­
standing these families.
VITA
The author was born on April 7, 1935 in Pineville 
(Rapides Parish), Louisiana, He attended public schools in 
Rapides Parish and graduated from Bolton High School in June,
1953, He attended Sunflower Junior College in Moorehead, 
Mississippi; Northwestern College, Natchitoches, Louisiana; Uni­
versity of Southwestern Louisiana, Lafayette, Louisiana; and re­
ceived a Bachelor of Arts Degree in Sociology from Louisiana 
College in Pineville, Louisiana. From 1954 to 1957 he served in 
the United States Marine Corps, He entered Tulane University 
School of Social Work in 1961 and obtained a Master of Social Work 
Degree in 1963, The author continued graduate studies at 
Louisiana State University and is presently a candidate for the 
Ph.D. in Sociology and Social Work.
The writer's experience includes counseling work with 
children and the handicapped with the Louisiana Department of 
Public Welfare and the Louisiana State Department of Education; 
teaching experience at the University of Florida, Louisiana State 
University in New Orleans, and research and teaching experience at 
Delgado Junior College. At present the author is occupied full 
time as a marriage and family counselor. He serves as a consul­
tant at the Rivarde Juvenile Detention Facility, the New Orleans 
Remedial Clinic, and the East Jefferson Mental Health Clinic.
The author is active in many professional and civic 




The author is married to the former Doris Donovan 
Gutierrez and they have three children; John Patrick, Jr., 
Philip and Caroline Donovan.
Manuel




John P. Galloway 
Sociology
The Effectiveness of the Rehabilitation Process in Changing Behavior 
of Families That Have A Disabled Member
Approved:
Major Professor and Chairman
Dean of the Graduate School
EXAMINING COMMITTEE:
Date of Examination:
May 8, 1972
